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CLEFT LIP AND PALATE 


EVERAL important papers on cleft palate 
have appeared during the past year. An 
interesting feature of the literature has 
been the discussion between Axhausen in 

Germany and Veau in France regarding the 
principles involved in its treatment. The mono- 
graph of Axhausen (1) has already been ab- 
stracted at some length (Internat. Abst. Surg., 
1936, 63: 38). Axhausen recognizes the validity 
of the objections to the classical Langenbeck 
operation that have been advanced by Veau, but 
states that this criticism does not apply to the 
modern “bridge-flap” operation. He attempts 
to prove that by his modifications of the Langen- 
beck technique all the essential requirements laid 
down by Veau are fulfilled, and that the results 
are superior to those obtained by the Veau opera- 
tion. The requirements are: (1) an epithelial 
covering on the nasal side as well as on the palatal 
side of the flaps; (2) obliteration of the dead 
space above the palatal flaps, and (3) avoidance 
of muscle injury and union by suture of the 
separated palatal muscles. Veau, according to 
Axhausen, does not believe it possible to fulfill 
these requirements by using flaps left attached 
both anteriorly and posteriorly. Axhausen takes 
the stand that these requirements can be fulfilled 
by using bridge flaps. He prefers to operate at 
the end of the second year or the beginning of the 
third year, although it was noted that of 100 
cases only 25 were operated on before the third 
year. There was no mortality in his 100 cases, 
which fact he attributes chiefly to the use of 


local anesthesia. The more advanced age of 
most of his patients undoubtedly also helps to 
explain this fact. In both French and German 
journals Veau (32), (33) discusses the monograph 
of Axhausen, replying to some of the criticism of 
his own method contained therein. He points out 
that Axhausen’s procedure is not really a modifi- 
cation of the Langenbeck method, and that the 
only feature of the original Langenbeck operation 
followed is the minor one of leaving the muco- 
periosteal flaps attached at the anterior end. He 
shows clearly{that Axhausen has adopted all of 
the fundamentals laid down by Veau, namely: 
the keeping of the flaps up against the palatine 
vault (therefore they should not be called ‘‘bridge- 
flaps”), the suture of the nasal mucosa, and the 
suture of the muscles of the soft palate. Veau 
criticizes the technique of Axhausen because it 
requires the use of a postoperative prosthesis to 
hold up the flaps. This feature, he says, intro- 
duces an unnecessary complication requiring the 
collaboration of the dental laboratory. 

The principles advanced by Veau and carried 
out in modified form by Axhausen undoubtedly 
mark a great advance in the technique of cleft- 
palate surgery and should be given careful con- 
sideration by all engaged in this work. 

Riemke of Copenhagen (26) reviews the history 
of cleft-palate operations, pointing out the disad- 
vantages and ill results of the old Langenbeck, 
Brophy, Lane, and other methods. He goes on 
to describe the more modern modifications— 
Rosenthal’s pharyngoplasty; the retrotransposi- 
tion operations of Halle and Ernst, Limberg, and 
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Dorrance; and finally Veau’s operation, for 
which he predicts especially good results. He 
states that up to this date it has not been de- 
termined which of the newer methods obtains the 
best results. 

Vaughan (31) finds that the best result in cleft- 
palate surgery is obtained if the operation is 
postponed until the patient is from eighteen 
months to two years of age, or even older. The 
tissues are then in better condition to withstand 
the necessary manipulation, and the mortality 
is much lower than that of operation performed 
at an earlier age. He differs from many ob- 
servers by the opinion that early operation is of 
no advantage from the standpoint of speech im- 
provement. The so-called “cleft-palate speech” 
represents the inability of the child to prevent 
air from passing into the nose, especially in the 
articulation of consonants. The Langenbeck 
procedure with modifications is Vaughan’s opera- 
tion of choice to close the palate cleft. Immobili- 
zation of the soft palate by the lead ribbon or 
tension-relief wire is an important requirement 
of the operation. The methods developed by 
Dorrance and others in the past few years for 
lengthening the velum, furnish a better func- 
tioning palate with improved articulation as an 
immediate result. If, after repair of the cleft of 
the hard and soft palate by the Langenbeck 
operation, the soft palate is too short, Vaughan 
performs a second operation to lengthen it. As 
suggested by Ganzer, an incision is made oppo- 
site the canine teeth on each side and extended 
backward and inward to meet in the median line, 
leaving a V-shaped section of tissue in the ante- 
rior part of the palate. The incisions are then 
continued from the canine teeth backward 
around the maxillary tuberosities and extended 
downward and external to the pterygomandibular 
ligaments to make an M-shaped incision. The 
entire palate is then elevated and freed from its 
bony attachments. The hamular process is 
separated to release the tendon of the tensor 
palati. If the palate is not extremely short it can 
then be carried backward to touch the posterior 
pharyngeal wall. The lateral sections are then 
carried backward, and the points of the “M” 
sutured to the point of the V in the median line of 
the palate. The displaced tissues may also be 
held in their new position by wire sutures which 
extend through drill holes in the bone on each 
side. This method permits a much greater length- 
ening of the palate without the danger of an 
anterior opening in cases in which the cleft ex- 
tends for a considerable distance into the hard 
palate. 


Brown (3) describes a modification of the 
“‘push-back” operation for elongation of the 
partially cleft palate. The principle of the pro- 
cedure is that a direct flap of practically the 
entire palate is raised completely free from the 
bone and immediately set back so that the an- 
terior free edge is anchored clear back at the 
posterior edge of the bone. The major palatine 
arteries are definitely preserved and left to sup- 
ply the palate flap. The palate is allowed to 
heal in this position, and the bony palate to 
acquire a complete covering of epithelium. At a 
second operation, the palate cleft itself is closed. 

This operation has been performed on 32 
patients. Twenty-five present excellent results; 
the 7 others have not undergone the final opera- 
tion. 

Padgett (24) reports a series of 141 cases of cleft 
palate operated on unsuccessfully at an earlier 
date. The average number of unsuccessful opera- 
tions per patient was 2.3. Fifteen patients of the 
group had been operated upon primarily by 
Padgett, and 126 had been operated upon by 
other surgeons. The cases are primarliy divided 
into 2 large groups: (1) those with ilttle or no 
loss of tissue, and (2) those with a definite loss of 
tissue. The principle of the Dieffenbach-Langen- 
beck operation was used in most of the cases 
with little or no loss of tissue. When the palate 
appeared to be unusually short, but sufficient 
tissue was still available to gain a good midline 
closure, the principle of uniting the posterior 
pillars, as advocated by Brophy, Blair, and 
others, proved of value. For a defect between 
and back of the cleft alveolar ridge, a flap from 
the lip with the base at the midline and the raw 
surface toward the mouth was found to be of 
value. 

In the group of cases with loss of tissue the 
following types of defects were encountered: (1) 


a large midline loss in the central part of the hard 


palate; (2) a loss of a part of one of the flaps of 
the hard palate; (3) a hole in the anterior or 
lateral palate adjacent to the alveolus irom which 
the mucoperiosteal covering has been lost; (4) 
a large defect at the juncture of the hard and 
soft palate; (5) a considerable loss of soft-palate 
tissue; and (6) an almost complete loss of the 
tissues of the hard palate. Padgett describes in 
detail some of the procedures used to close the 
different types of defect. In large defects of the 
soft palate a posterior pharyngeal flap was used 
to advantage. This permits a one-stage opera- 
tion that will successfully close a defective soft 
palate that could hardly be closed in any other 
way. 
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Nine cases of almost complete loss of both the 
hard and soft palate were treated by the use of 
extra-oral tissues. Statistical tables of the re- 
sults are presented. 

Wardill and Whillis (35) have hadan opportunity 
to observe the mechanism of the movements of 
the soft palate in a patient who, as the result of 
operation for carcinoma, had a wide opening 
through the lateral wall of the nose and orbit, 
through which the whole of the nasopharynx 
could be examined readily. The method of exam- 
ination was visual observation from above and 
below, under direct and transmitted illumination. 
The palate was examined at rest, during speech, 
during deglutition, and during blowing. From 
these observations the authors conclude: 

It is difficult to interpret the movements of the 
palate in all phases of its activity and to cor- 
relate them with the individual muscles. The 
diameters of the normal nasopharynx are very 
much smaller than might be imagined from the 
examination of a series of cases of unrepaired 
clefts of the palate. All movements are extremely 
speedy and, on superficial examination, little 
difference is observed between the nasal reso- 
nants and the explosive consonants. But in 
general it may be said that the greater the ex- 
plosive effort required for the production of a 
sound, the greater is the elevation of the palate 
and the more firm the nasopharyngeal closure. 
It seems that closure is considerably assisted by 
the heaping-up of the mucosa by the underlying 
muscles and, on the basis of clinical experience, 
it may be assumed that complete nasopharyngeal 
closure is possible with an almost completely 
immobile soft palate so long as the sling action of 
the levators remains intact. The tensor palati 
appears to have little to do with the speech 
mechanism; its activity is strongest at the time 
of deglutition. It must be regarded as a muscle, 
the function of which is to propel the bolus over 
the back of the tongue. 

Beatty (2) made a valuable contribution on the 
general care of patients with cleft palate. He 
rightly considers that certain other matters are 
almost if not quite as important as surgery— 
important both in preserving the health of the 
child until operation and also in securing satis- 
factory functional results through surgery and 
observation afterward. These matters are just 
as essential, but not emphasized as often as some 
particular surgical technique. 

Beatty reports a series of 318 cases, in which 
approximately 393 operations were performed. 
He recommends that the surgeon selected to do 
the operation should see the patient soon after 


birth to outline his surgical procedure and, to- 
gether with a competent, alert, well-trained 
pediatrician, direct the care of the patient up to 
and through the various steps necessary to 
correct the deformity. These patients are never 
an emergency surgically. None of them dies 
before operation as a result of the deformity. If 
death occurs it is due to faulty or incorrect feed- 
ing methods, an improper formula, or some inter- 
current disease. The proper amount of the 
proper formula for the particular patient must be 
established before operation. An infant that is 
improperly fed and dehydrated, and with a 
probably disturbed gastro-intestinal tract is one 
of the poorest known risks for operation. Babies 
with a “thymus shadow” or any tendency to- 
ward visible lymphoid-tissue hyperplasia are 
given a more detailed study than usual. For some 
time before operation they receive iodine medica- 
tion in the form of Lugol’s solution, or proportion- 
ate doses of thyroid extract; those with an enlarged 
thymus shadoware given several x-ray treatments. 
Beatty believes that this pre-operative treatment 
has a marked effect in reducing the severe reaction 
at operation. He calls attention to the frequency 
of ear and sinus complications in cases of cleft 
palate, and the necessity for special considera- 
tion from this standpoint. He gives a very de- 
tailed list of instructions for nurses and interns 
regarding pre-operative and postoperative care, 
which contains many valuable suggestions. After 
a discussion of the surgical technique, he ana- 
lyzes the 318 cases from the standpoint of mor- 
tality, and reports 7 deaths. He summarizes as 
follows: 

1. Periodical observation of the patient from 
the time of birth to the time of operation has 
been a distinct advantage. 

2. In addition to the usual pre-operative 
examination in surgical cases, special examina- 
tions must be made. This is particularly impor- 
tant in patients two years of age or younger. The 
results of the various examinations should be 
carefully correlated by the surgeon himself to 
determine whether any may contra-indicate 
operation. 

3. Special preparation of the patient for some 
time before the operation reduces the post- 
operative reaction to a minimum. 

4. Intelligent, attentive nursing under the 
direction of a dependable supervisor, experienced 
in the care of this class of surgical patients, is 
absolutely necessary. 

5. Early closure of clefts of the alveolar process 
and clefts of the hard and soft palate, before the 
patient begins to speak, is advisable. 
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6. Speech training should be begun soon after 
the operation. It is a long process but much can 
be accomplished by a competent instructor if 
full co-operation can be secured. 

At the meeting of the British Medical Asso- 
ciation at Melbourne, Australia, in 1935, the 
Section on Paediatrics held a symposium on 
harelip, which brought out some interesting dis- 
cussions. Stephens (28) emphasizes the fact that the 
problem is not so much the union of the lip as 
the cr ation of a satisfactory nostril. For the 
usual unilateral case he prefers the single-flap 
operation of the Mirault type, selecting usually 
the medial side for the flap; however, if condi- 
tions seem more suited for a flap from the lateral 
side he adopts the Blair-Brown technique. He 
states that, while this method is complex and 
liable to lead to failure if the incisions are not 
absolutely accurate, a lip and nostril as nearly 
perfect as possible can be obtained in carefully 
selected cases. Further warm praise for the Blair 
modification of the Mirault operation comes 
from Brown of Brisbane (4). He also lays stress 
on the importance of the flattened nostril in cleft 
lip. Brown utilizes the Blair technique in all 
cases, and describes it in detail. He also dis- 
cusses the correction of secondary deformities. 
Brown is strongly of the opinion that cases of 
cleft lip and palate should be referred to the 
surgeon most suited to do the work, and not 
treated in the haphazard manner that is gen- 
erally adopted. Better primary operative repair 
would unquestionably result were this plan 
carried out, and much of the difficult secondary 
work that is now needed would be avoided. Fagge 
(10) discusses several difficulties in the treatment 
of cleft lip which he has encountered in a wide 
experience. He finds that the position of the 
upper lip relative to that of the lower is not 
altogether under the control of the operator. Al- 
though he no longer removes the premaxilla or 
forces it backward in a bilateral case, yet he 
finds that a certain degree of flattening of the 
upper lip results in many cases when no bone 
plastic has been attempted. He believes that 
the accuracy of apposition of the muscle layer 
and the freedom from adherence to the alveolus 
are the chief factors which insure normal function 
of the lip. When adhesion has occurred, he finds 
that the application of an Esser inlay under the 
lip gives satisfactory mobility. He prevents 
adhesion by turning back the mucous-membrane 
edges of the cleft instead of paring them away, 
and suturing them together beneath the lip. In 
closing the cleft Fagge follows essentially the 
technique of Mirault. He corrects the spread ala 
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and distorted nostril by advancing the tissues 
on the nasal septum after splitting the columella 
longitudinally. He has no satisfactory means of 
reproducing the normal internal concavity of the 
ala. In double harelip Fagge does not include 
the premaxillary skin flap in the lip, but frees it 
and carries it upward to aid in lengthening the 
columella, thus bringing forward the tip of the 
nose. The edges of the lip defect are brought 
together beneath this flap. 

Haentzschel (14) reports the results of statistical 
research in 128 cases of cleft lip, jaw, and palate 
from different hospitals in several localities, 
where many different methods of operation have 
been used. It was found from the outset that 
facial clefts are the most common of all con- 
genital deformities. In 20.4 per cent, the factor 
of inheritance in ascent or descent could be dem- 
onstrated. In the remaining 80 per cent a heredi- 
tary cause must be assumed since there is no 
possibility of otherwise explaining the occurrence 
of facial clefts, and these clefts are very often 
combined with other hereditary defects. The 
belief that these defects are caused by maternal 
impressions (fright by a dog and the like) has 
been completely discredited. The deformity is 
congenital and not due to amniotic bands. 
Thirty-five and one-tenth per cent of the re- 
viewed cases showed other anomalies and de- 
formities, above all, a slight grade of congenital 
feeble-mindedness. The latter eugenically dan- 
gerous condition occurred in 11.7 per cent of the 
cases of cleft palate, or 8 times more frequently 
than in the general run of people. Also, the 
relatives of one-fifth of all the patients were 
affected (nervous diseases, epilepsy, feeble-mind- 
edness). The operative result in all forms in 
general is poor regardless of the time of operation 
or the technique employed. Speech improve- 
ment after the operation depends upon the will 
and the intelligence of the patient. Good speech 
results were obtained only in about 7 per cent of 
the cases. Follow-up investigations have shown 
also that failures in school and daily life are due 
to the accompanying inferiorities. The incidence 
of marriage is independent of the severity of the 
deformity or the success of the operative result. 
More than half of the married patients with clefts 
were united with definitely inferior partners. All 
forms of cleft, from the slightest lip split to the 
most pronounced facial cleft, must be regarded 
as hereditary afflictions. The operative correc- 
tion can never set aside the hereditary patho- 
logical tendency. MHaentzschel concludes that 
because the hereditary genesis must be regarded 
as valid in all cases, sterilization of all individuals 
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with clefts must be promoted in order to prevent 
propagation of the diseased stock. 

At the Seventh Congress of the Société Inter- 
nationale de Logopédie et de Phoniatrie, held in 
Copenhagen, Veau and Borel-Maisonny (34) re- 
ported on the speech results following cleft-palate 
operations performed by Veau. They examined 
200 subjects between four and twenty years of age 
clinically and fluoroscopically and found 52 per 
cent with absolutely normal phonation. By 
means of the x-rays they discovered the ana- 
tomical explanation of certain apparently para- 
doxical facts in the speech of their patients. The 
cases are divided into 3 classes according to the 
physiological results: 

Class I. The cases with a normally functioning 
velum assuring complete occlusion (149, or 74.5 
per cent). Under the x-rays it was seen that the 
occlusion was brought about in 2 ways: 

A. In a strictly normal manner against the 

postpharyngeal wall (114, or 57 per cent): 

1. Without any difficulty of velar articula- 
tion and with absolutely normal phona- 
tion (82, or 41 per cent). 

. With slight velar-articulation difficulty, 
intermittent or exclusive of 1 or several 
consonants (32, or 16 per cent). 

B. By compensatory mechanisms at abnor- 

mally situated points of occlusion (35, or 
17 per cent). 
1. Without any difficulty of phonation (22, 
or II per cent). 
2. With slight difficulty of phonation (13, 
or 6.5 per cent). 
The total number of patients with perfect phona- 
tion, who had no trouble with articulation, re- 
gardless of the mode of occlusion, was (82-+22) 
104, or 52 per cent. The others who, with a 
perfect velum functioning normally, retained 
some isolated difficulties in articulation, num- 
bered (32-+13) 45, or 22.5 per cent. 

Class II. The cases in which the nasopharynx 
was closed only during deglutition (41, or 20.5 
per cent). They all presented a mobile velum, 
but it was deficient during phonation. 

This intermittent occlusion occurred in 2 
ways: 

A. Against the postpharyngeal wall (28, or 14 

per cent). 

B. By compensating mechanisms (13, or 6.5 

per cent). 
With muscular education, 10 of the 41 patients 
may be placed with those in Class I. These 1o 
represent 5 per cent of the total number. 

Class III. The cases in which occlusion was 
not present either during phonation or degluti- 


tion in spite of evident mobility of the soft palate 
(10, or 5 per cent). 

A. Those presenting no compensatory move- 
ment (8, or 4 per cent). 

B. Those presenting a compensatory move- 
ment of the pharyngeal wall (2, or 1 per 
cent). 

Radiological examination gave the explanation of 
paradoxical facts—certain patients had a short 
velum and spoke normally, while others had a 
long velum and their speech was mediocre. The 
explanations are: 

1. In normal phonation with a mobile but 
short velum, the nasopharynx was found to be 
so narrow that the slightest movement of the 
velum sufficed for occlusion (20). 

2. In patients with a very deep space antero- 
posteriorly, occlusion was easy because of the 
mobility of the velum toward the postpharyngeal 
wall (12, or 6 per cent). 

3. A.small number of patients presented vege- 
tations upon which the velum rested (8, or 4 per 
cent). 

4. In the largest number of patients velo- 
pharyngeal occlusion was assured by the develop- 
ment of posterolateral pharyngeal folds (13.5 
per cent). 

Factors in phonetic failure were found to be: 
(1) the size of the nasopharyngeal space, (2) 
holes in the palate, (3) surgical failures, and (4) 
mental retardation. 

The authors conclude that in order to obtain 
the best speech results, operation must be done 
as early as possible. Retarding the operation 
diminishes the chances of obtaining normal 
phonation. In the adult, the operation becomes 
a needless luxury if it does not give phonetic 
results superior to those of a prosthesis. 

Castafieda, Roccatagliata, and Garzoni (5) ob- 
served a rare case of congenital occlusion of the 
left choana in a girl of fourteen years. They 
were able to establish a permanent passageway, 
and gain access to the membrano-osseous ob- 
struction after removal of the posterior third of 
the inferior turbinate. 


ACQUIRED DEFORMITIES 


The literature for 1936 brings out little that is 
new in the principles of repair of acquired de- 
formities and defects of the face and jaws. 

New and Figi (21), and Owens (23) review these 
principles and give examples of their application in 
the repair of defects involving the lips, cheeks, 
and other parts of the face, secondary to the 
removal of malignant tumors. New and Figi 
discuss at some length the opportune time for 
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repair in these cases. Generally speaking, recon- 
struction should be delayed somewhat longer 
following treatment of a squamous-cell epi- 
thelioma than after treatment of a basal-cell 
growth, ana longer after the removal of a highly 
malignant lesion than after the removal of an 
inactive lesion. Most recurrences following the 
removal of malignant neoplasms take place 
within six months or a year. Accordingly, in the 
cases of elderly individuals-who have had tumors 
of a low grade of malignancy, repair is justifiable 
after the patient has been well for from six to 
eight months, while in cases of younger patients, 
or with more active and extensive growths, it is 
better to delay reconstruction for at least a year. 
Immediate repair is frequently possible after 
excision of carcinoma of the lower lip, and 
several procedures, such as Estlander’s operation, 
are suitable for this purpose. Immediate repair 
should never be carried out unless the lesion can 
be removed together with an adequate margin 
of normal tissue. This is practically impossible 
in cases in which the carcinoma has invaded the 
bone; in these the repair must be delayed, and 
usually requires the use of tissue from a distance 
in the form of pedicle flaps from the forehead, 
neck, arm, thorax, back, or abdomen. 

Owens has written an article along somewhat 
the same lines, and he reaches the following con- 
clusions: 

1. Facial defects following the radical extirpa- 
tion of cancer are modified by the resulting loss 
of tissue, and therefore, the method of repair in- 
dicated is determined by the extent and location 
of the deformity. 

2. Growths involving skin over cartilage should 
not be subjected to radiation because of the high 
percentage of cartilaginous destruction which 
follows this procedure. The treatment of cancer 
by x-rays or radium should always be given by a 
specialist, competent through long experience to 
apply radiation in amounts that are adequate. 
Too frequently patients are seen who have re- 
ceived inadequate radiation and as a result seek 
treatment because of late manifestations of 
lesions which are hopelessly advanced. Micro- 
scopic study by means of the frozen-section 
method, of all tissue removed, should be routine. 
By means of this technique involved tissue will 
frequently be removed which would otherwise 
have been permitted to remain because of its 
normal macroscopic appearance. 

3. Much can be accomplished in the correction 
of defects resulting from the eradication of cancer. 
Many patients will be less skeptical in subjecting 
themselves to the eradication of a growth if they 
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can be assured that unsightly deformities will not 
be a necessary sequel. 

Kazanjian (18) has written a very complete 
paper on the repair of deformities resulting from 
burns, especially of the eyelids, cheeks, lips, 
neck, and axilla. He describes the uses and 
technique of various types of skin grafts and 
flaps, reporting 11 illustrative cases in detail. 

The number of articles in American and foreign 
literature on the esthetic phase of facial surgery 
attest the very great interest in this subject. It 
is possible here to give the references to only some 
of these papers. Under this heading may be 
mentioned those by Malbec (20), Torres Estrada 
(30), Ramirez (25), Codazzi Aguirre (6), Cohen 
(7), and Kahn (17). 

Federspiel (12) reports several cases illustrating 
various types of congenital and acquired de- 
formities of the nose, lip, and premaxilla, includ- 
ing hump-nose, long overhanging tip, rhino- 
phyma, and secondary deformities of the lip and 
premaxilla resulting from cleft palate. 

Major defects of the nose are discussed by 
Straith (29), Faltin (11), and Dobrzaniecki (8). 

The purpose of Straith’s paper is to demon- 
strate the feasibility of successful rhinoplastic 
reconstruction without recourse to extrafacial 
sources for skin grafts, thereby avoiding un- 
sightly secondary facial blemishes. Regarding 
reconstruction about the nasal tip he says: 

1. Small skin defects are readily covered by 
Wolfe grafts obtained from the upper eyelid or 
posterior aspect of the ear. 

2. Defects of the ala nasi may be corrected by 
delayed pedicle flaps rolled down from the side of 
the nose, the normally rounded alar border being 
formed by the rolled edge. The resulting defect 
at the side of the nose is then covered by a Wolfe 
graft (Ferris Smith). This method is best re- 
served for small lesions. Restoration of the base 
of the ala may be accomplished also by delayed 


pedicle transfers from the region of the naso- 


labial folds. 

3. Skin and soft-tissue losses at the nasal tip 
in women, especially when extensive, are best 
treated by forehead-flap transfers. The forehead 
scar which remains after Wolfe grafting is con- 
cealed by the hair. The disadvantage of this 
method in men lies in the inability, except in 
unusual cases, to conceal the forehead scar by 
the hair. To avoid these unsightly scars in men, 
the author has devised a method by means of 
which skin from below and behind the ear may 
be transferred to the nose on a tube pedicle via 
the sternal notch. This method has several dis- 
tinct advantages: (1) forehead scars are avoided, 
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(2) the skin matches the nasal integument and is 
practically hairless, (3) the skin is thin and easily 
molded to shape, and (4) the resulting neck scar 
is inconspicuous. 

In depressions of the nasal bridge, the intro- 
duction of rib cartilage transplants can some- 
times be avoided by the use of the author’s 
recent extension of the Kazanjian operative 
principle (eversion of the lateral wings of the alar 
cartilage and suturing them back to back to 
support the nasal tip). The author augments this 
procedure by including also the upper lateral 
cartilages. These are first cut according to the 
depth of the bridge depression and then everted. 
They are next stitched back to back with 2 
sutures of chromic catgut. Horsehair-mattress 
sutures passed through the everted cartilage 
flaps and tied over rolls of gauze help to maintain 
their upright position. The absence of a nasal 
septum strong enough to support the everted 
cartilages is an important contra-indication to 
this procedure. 

Faltin has often observed a typical deformiiy 
after lupus of the nose. In these cases the tip of 
the nose, the medial parts of the ale, and the 
septum are missing, the nostrils are more or less 
stenosed, and the ale are drawn up by the cicatri- 
zation. The author gradually developed a proce- 
dure for the treatment of these cases. He makes 
a transverse incision to permit drawing down the 
remains of the alz with their borders and making 
use of them in construction of the new nose, as it 
is impossible or very difficult to imitate these 
structures in a satisfactory manner by other 
means. Additional tissue for the rhinoplasty is 
obtained in the form of a tubed pedicle flap from 
the neck or the arm. The nose is given its perma- 
nent form by several little operations: excision 
of superfluous subcutaneous fat, application of 
molding mattress sutures, and introduction of 
small pieces of cartilage for the tip and columella. 
It is often of advantage to use an intermediate 
step with the pedicle, suturing it at the border of 
the lower jaw to insure good circulation while 
doing the molding operations. Among the ad- 
vantages of the tubed pedicle are to be noted 
that the patient need not suffer from the presence 
of disagreeable suppurating surfaces near to his 
face, and that the flap by its cylindrical form 
lends itself very well to construction of the new 
nose. Three typical cases illustrate the procedure. 

Dobrzaniecki reports a case of bull-dog nose, a 
rare malformation thus named by Trendelenburg. 
Radiographically (Bumba and Lucksch), a dias- 
tasis of the nasal bones proper with enormous 
widening of the nasal cavities is clearly seen. 


There is a duplication of the cartilaginous septum. 
The nasal bridge is flattened and broadened, 
especially at the root, and in the reported case 
there was a rounded bony prominence above. The 
middle portion of the nose was covered by hyper- 
trophied pigmented skin, rich in sebaceous glands. 
Reconstruction of the nose was undertaken in 3 
stages. At the first operation the bony bulging 
at the root of the nose was removed by means of 
a dorsal incision and the skin covering was in- 
cised on each side as far as the pyriform opening. 
The periosteum was divided 1.5 cm. from the 
border of the pyriform opening, and the nasal 
process on each side was cut through in such a 
way that the bony fragments were left attached 
solely by the mucous membrane of the nasal 
cavity. These fragments were brought closer 
together by pressure toward the median line and 
held in position by the screw pads of Joseph. At 
the second operation, performed after four weeks, 
the middle portion of the hypertrophied skin was 
removed. After three more weeks the tip of the 
nose was elevated and the depression caused by 
the spreading of the alar cartilages, which gave 
the aspect of a bifid nose, was obliterated. This 
was accomplished through a median columellar 
incision, exposing the inner portions of the alar 
cartilages, and bringing them together with a few 
silk sutures. By this means, instead of a flattened 
and bifid nose, a pointed nose was obtained. 

A review of this kind would not be complete 
without calling attention to the second edition of 
Sheehan’s “ Plastic Surgery of the Nose” (27). This 
book has been almost completely rewritten, and 
covers all possible defects and deformities in a 
most systematic manner. 


EYELIDS, ETC. 


Wheeler (36) discusses the sources of grafts for 
plastic surgery about the eyes. High authority 
to the contrary, he advocates the use of detached 
grafts in preference to attached flaps, whenever 
it is feasible for the surgeon to choose. A pedun- 
culated flap is required if a proper bed cannot be 
prepared to receive a skin graft, for example, 
when there has been a deep wound below the eye 
with a bone injury near the orbital margin and a 
quantity of scar tissue has partially filled in the 
depression. Another condition that demands a 
pedicle flap is a hole in the nasal cavity where 
there is no bed to receive a free graft. 

For restoration of an eye socket, Wheeler 
chooses an epidermal graft from the outer aspect 
of the thigh, without glands or hair follicles, and 
without perforation. For eyebrow restoration, a 
full-thickness graft from a fellow brow is best. 
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The graft is turned about and placed in its bed 
with the hairs slanting in the right direction. In 
case a fellow brow will not furnish a good graft, 
the occipital or temporal region of the scalp will 
give a rather good detached graft, which can be 
trimmed by the patient when the hairs get too 
long. For eyelashes a graft from the lower part 
of the brow can be used. 

In ectropion, a detached graft of upper-eyelid 
skin is best. Next best is skin from the cephalo- 
auricular angle. In some cases of very severe 
burns neither the upper-eyelid skin nor the cepha- 
lo-auricular-angle skin is available in sufficient 
quantity. For such rare cases an epidermal graft 
from the outer aspect of the thigh will answer. 

For filling a depression about the orbit, Wheeler 
finds fascia lata superior to muscle, bone, or 
cartilage. He claims that it remains indefinitely 
with little change, provided the wound over it is 
secure, and it adapts itself to cavities of any shape. 

Wiener (37) describes several procedures for the 
correction of defects due to paralysis of the 
muscles of the eyes and lids. For ptosis, he 
employs 2 principles: 

1. When a sound superior rectus is not avail- 
able, the modified Lexer operation with the fascia 
lata hammock from the occipitofrontalis gives 
satisfaction. 

2. When the superior rectus is active, he em- 
ploys a modification of the Motais operation. The 
tarsus is exposed by an incision across the center 
of the upper lid near the upper border of the 
tarsus, and the main portion of the levator near 
the tarsus is exposed between 2 hooks. Two 
sutures are placed in the tarsus close to the in- 
sertion of the levator and the latter is then cut 
off about 6 millimeters from its tarsal attachment. 
With a straight, blunt scissors, a pocket is made 
through the levator and fascia about 15 milli- 
meters above the upper border of the tarsus and 
through the conjunctiva into the upper cul-de- 
sac. The speculum is introduced, and the con- 
junctiva is dissected down to expose the superior 
rectus tendon, which is freed of capsular attach- 
ment. The sutures are drawn into the upper 
cul-de-sac and sewed, 1 to each side of the 
superior rectus tendon about 5 millimeters back 
from its insertion. Fine silk sutures are used. No 
suture is required for closure of the conjunctival 
incision, and only 1 skin suture is necessary in 
the lid. The eye is protected with a light dressing 
by pulling up the lower lid by means of a broad 
piece of adhesive stretched from the cheek to the 
forehead, which eliminates pull on the upper lid 
and effectively covers the globe. No dressing is 
needed after forty-eight hours. The adhesive 
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strip is applied at night until the lid closes of 
itself. 

In sagging of the lower lid from facial palsy, 
Wiener has obtained fairly satisfactory results 
by excising a triangular piece from the temporal 
third of the lower lid with the lid margin forming 
the base and the apex down. The cut edges are 
drawn together with deep sutures thus tighten- 
ing the lid margin and bringing it flush with the 
globe. Another method he suggests is to anchor 
a strip of fascia lata to the internal canthal liga- 
ment, run it under the lid margin subcutaneously, 
and sew it tightly stretched to the external 
canthal ligament and periosteum of the outer 
orbital margin. 

EARS 

Graham (13) points out the difficulties in correc- 
tion of defects of the external ear. He describes 
methods of repairing various types of deformity, 
such as large ear, outstanding ear, small ear, and 
partial and total absence of the external ear. For 
the outstanding ear, he advocates removing an 
elliptical piece of skin and cartilage from the 
posterior surface of the ear and then closely 
approximating the edges of the cartilage and 
skin separately. This is far superior to the older 
operation of stitching the posterior raw surface 
to the skin of the mastoid region, which left re- 
sistant scar tissue in the mastoid furrow. For a 
recent hematoma of the ear, needling with a 
syringe is the best treatment, but if the clot has 
organized it may be removed or, better still, a 
tight bandage may be placed over pressure gauze 
and left for two weeks. 

Congenital absence of the concha is as a rule 
associated with defects in the external canal, and 
the middle and internal ear. It is useless to make 
an opening to a non-existent middle ear or to a 
non-reacting labyrinth; but if hearing is present, 
an effort to improve it by establishing a canal is 
justified. It is a great help to the patients if they 
can locate the direction from which sounds are 
coming, and this faculty is improved immensely 
by establishing a canal. Graham reports 2 cases 
illustrating his method of forming a bony canal 
to the middle ear. 

Ersner and Myers (9) describe a variation of the 
pedicle flap for epithelization of the radical mas- 
toid cavity which has given satisfactoy results in 
2 cases. In their procedure a racket-shaped 
pedicle flap is taken from the lower angle of the 
mastoidectomy incision, which is extended into 
the skin of the neck. The flap is turned up into 
the mastoidectomy cavity to line the raw surface 
and held in place by a packing of plain gauze, 
which is led through the external auditory meatus. 
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The anterior and posterior lips of the mas- 
toidectomy wound are closed over the flap, and 
after scarification of the skin surface of the 
pedicle, the edges of the neck wound are closed 
over it. 

JAWS 

Several writers discuss deformities and mal- 
relations of the jaw bones. Kazanjian (19) re- 
views the various procedures that have been 
suggested for the correction of protrusion of the 
lower jaw. For those cases which do not respond 
to orthodontic treatment, 2 types of operation 
have been developed. In the first, a hori- 
zontal cut is made through the ramus of the 
mandible somewhere above the occlusal plane of 
the teeth. The body of the mandible is then 
pushed backward to the desired position and 
immobilized until consolidation of the bone is 
complete. This operation is simple in conception, 
but its chief handicap is the occasional inability 
of the operator to control the upper fragments. 
It was first advocated by Babcock, and successful 
results are reported by Pichler, Bruhn, Kostetka, 
and many others. Kazanjian prefers the second 
method, which consists in removing a measured 
section from each side of the body of the man- 
dible, preferably in the first molar region; pushing 
back the anterior fragment into its new position 
and immobilizing it with dental splints made 
previously for that purpose. Blair performed the 
first successful operation of this kind in 1898. 
Kazanjian had previously reported 5 cases and 
now adds 3 more. 

In the same article bilateral retrusion of the 
mandible is also discussed by Kazanjian, with a 
report of 3 cases. This condition may be con- 
genital in origin, but usually it is due to trauma 
or infection in early childhood. Some cases are 
associated with bilateral ankylosis of the mandib- 
ular joint. Kazanjian treated 1 case by dividing 
the body of the mandible diagonally, pulling the 
chin forward and fixing it until union occurred 
in the new position. The chin was built out 
further in front by the insertion of an osteo- 
periosteal graft from the tibia. In a second case, 
the bone was divided horizontally by dental burs 
on each side from just above the angle to the 
premolar region and then the incision was carried 
up vertically to the alveolar ridge. This permitted 
the anterior part of the mandible to be brought 
forward and fastened by splints with the teeth in 
occlusion. Rib cartilage was used later to add to 
the prominence of the chin. In a third case, the 
lower jaw was built out to a satisfactory contour 
by placing a piece of costal cartilage in front of 
the symphysis. 
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In unilateral shortening of the mandible, 
Kazanjian prefers to bring about lengthening by 
the L-shaped or oblique osteotomy, thus obviat- 
ing a second operation for bene grafting. 

Ivy and Curtis (16) describe a case of unilateral 
lack of development of the left half of the man- 
dible in a woman twenty-seven years of age. The 
lack of bone was the result of osteomyelitis at 
the age of seven. Three operations were done at 
intervals of several months. They consisted in: 
(1) section through the body of the mandible on 
the short side, bringing the chin forward and 
restoring occlusion of the remaining teeth; (2) 
restoration of the continuity of the mandible by 
a bone graft from the crest of the ilium, and (3) 
improvement of the symmetry of the face by the 
implantation of costal cartilage over the flattened 
external surface of the bone. The treatment was 
completed by the insertion of artificial dentures. 

Hofer (15) corrects this unilateral deformity by 
making .a vertical section through the ascending 
ramus on the short side. This is carried out by 
means of a Gigli saw passed just in front of the 
angle behind the ascending ramus and out 
through the semilunar (sigmoid) notch. The 
short side of the mandible can then be drawn 
forward and fixed in position by means of dental 
splints until union occurs. 

Oehlecker (22) reportsa case of unilateral deform- 
ity of the lower jaw due to an osteoma of the con- 
dyloid process on the left side. The mandible had 
been pushed forward and to the right, with great 
disturbance of the occlusion of the teeth. On 
the sound side the condyle was displaced some- 
what externally. Operation consisted in resection 
of the enlarged and deformed condyle through 
the Axhausen-Bockenheimer approach from be- 
hind the ear. 
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SURGERY OF THE 


HEAD 


Straith, C. L.: The Management of Facial Injuries 
Caused by Motor Accidents. J. Am. M. Ass., 
1937, 108: 


Driver injuries, because of the relative protection 
afforded the driver by the steering wheel to which 
he may cling for support, are the least frequent of 
facial injuries resulting from motor accidents. The 
driver may emerge free from injury, the chin may 
strike the center of the wheel, or a typical steering- 
post injury, laceration and contusion of the chin 
associated with fractures of the mandible may re- 
sult. When the force is greater, the face is thrown 
down on the steering wheel and the upper jaw 
receives the brunt of the blow. 

Guest-passenger injuries, i.e., injuries of persons 
riding in the front seat beside the driver, are more 
frequent. Lacking the support of the steering 
wheel, a guest-passenger injury is sustained when 
the head strikes the instrument panel with resultant 
crushing of the mid-portion of the face. These in- 
juries, chiefly fractures and depressions, involve the 
maxilla, and the nasal and malar bones, as well as 
the orbit and eyeball. Projecting objects on the 
instrument panel (handles, knobs, and cranks) add 
to the hazard. 


Every effort must be made at the onset to con- 


serve tissue. Therefore, severed portions of skin 
(after removing the subcutaneous fat) should be 
replaced immediately and sutured in place in the 
manner of a Wolfe graft. Similar treatment should 
be given to ears and nasal tips that have been par- 
tially or almost completely severed. 

Fractures of the malar bone, if left untreated, 
produce very conspicuous deformities. Therefore, 
every effort should be made to restore and maintain 
the proper elevation. 

The preparation, adjustment, and proper fitting 
of jaw splints for maxillary fractures require special 
technique and equipment that is not always avail- 
able. For the surgeon not skilled in this method, 
Federspiel’s technique provides a simple and satis- 
factory alternative. A No. 12-gauge, preferably 
half-round, steel wire is firmly attached to the teeth 
of the upper arch. Brass fracture wire is then looped 
around this wire in the bicuspid region on each side. 
The ends of these wires are then threaded on a large 
curved needle and passed through the cheek just 
above the malar bone on each side. A plaster head 
cast with coat-hanger wire attachments embedded 
in the plaster is next applied. The maxilla are then 
forced upward into proper position and maintained 
there by joining the ends of the brass wire to the 
attachments on the head cap. This method permits 
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cleansing of the mouth and an accurate adjustment 
of the upward traction on the maxille. 

Risdon has suggested a simple method of apply- 
ing an arch wire. A long wire is twisted firmly 
around each last molar. The wires from each side 
are then brought to the front and twisted together. 
These arch wires are then firmly wired to all of the 
teeth of the upper jaw. The traction wires are then 
attached to this wire arch as described. 

For mandibular fractures, the intermaxillary loop 
method of wiring is the best method in the absence, 
of course, of associated maxillary fracture. When 
both jaws have been fractured, the maxilla is treated 
by Federspiel’s method. After fixation of the 
maxilla, an arch bar is wired to the mandible and 
elastic traction is then applied between them. 
Bands cut from a quarter-inch gum rubber tube 
serve the purpose nicely. 

Anterior displacements of the mandibular angle 
or the posterior fragment are held back by silver 
wire looped through drill holes in the angle of the 
mandible. These wires are then attached to hooks 
embedded in a plaster head cast (Ivy). 

James B. Brown, M.D. 


Ivy, R. H., and Curtis, L.: Adamantinoma of the 
Jaw. Ann. Surg., 1937, 105: 125. 


Adamantinoma or ameloblastoma is a tumor of 
the jaws, usually multilocular and cystic in char- 
acter, derived from the enamel-forming cells of the 
dental epithelium. It appears as a slowly growing 
painless expansion of the bone, usually in the molar 
region of the mandible. A cavity divided into 
numerous compartments by fibrous or bony septa 
gradually forms in the bone. Some of the spaces are 
cystic, containing fluid, while others are filled with 
solid tissue. The epithelium is cuboid or columnar, 
and arranged in strands or alveoli surrounding .a 
stellate reticulum. The epithelial cells are invasive 
in character, so that local recurrence, due to in- 
complete removal at operation, is not uncommon, 
Metastases are extremely rare. 

The authors report 16 cases, 15 involving the 
mandible and 1 the maxilla. Seven occurred in 
males and g in females. Eleven patients were white 
and 5 were Negroes. Three cases are given in detail. 

From their experience, the authors conclude that 
primary complete resection of the portion of the 
jaw involved, rather than curettement, is the most 
satisfactory treatment in the majority of cases. 


Ohngren, G.: Malignant Disease of the Upper Jaw. 
J. Laryngol. & Otol., 1937, 52: 18. 


In order to obtain better esthetic results and to 
find a method of treatment which is not followed by 


443 


ne 
la 
6, : 
p. 
ia 
et 
et 
of 
2: 
ry 
0: 
to 

|| 


444 


recurrence, the author abandoned the usual opera- 
tion for malignant tumors in the maxillo-ethmoid 
region in favor of endothermy, in spite of the great 
disadvantages associated with it. Among these 
disadvantages are: the prolonged course of healing, 
the objectionable odor, the tendency toward late 
hemorrhage, and the technical difficulties. The 
advantages of endothermy are: the possibility of 
treating cases not suitable for resection; negligible 
postoperative shock; low mortality; and the destruc- 
tion of tumor cells at a certain depth underneath the 
coagulated surface. The author advocates centrali- 
zation of the cases because it leads to the develop- 
ment of a better technique. ; 

Before the operation great care should be taken 
to eliminate all infections from the oral cavity; 
decayed teeth and infected tonsils should be re- 
moved. A high blood-sugar content should be 
reduced to normal level as it has a deleterious effect 
on the healing of the wound produced by endo- 
thermy. The author performs his operation partially 
under regional and partially under general anes- 
thesia. He prefers chloroform narcosis to intra- 
venous injections of evipan. If the tumor involves 
the antrum and the ethmoid, he ligates the external 
carotid artery above the point of origin of the 
superior thyroid artery; silk is used for this purpose. 
The entire tumor must be removed in 1 sitting to 
prevent the dissemination of malignant cells. The 
technical details are discussed by the author. They 
depend on the location and size of the tumor. The 
author’s material shows that there were fewer intra- 
cranial complications after electrocoagulation of the 
ethmoid bone than after ordinary surgical opera- 
tions. Deep x-rays and teleradium were applied 
pre-operatively and postoperatively and, further- 
more, radium was introduced into the wound at the 
end of coagulation. 

During a twelve-year period the author treated 
237 cases of malignant maxillary tumors. Of 120 
patients followed-up for fifteen years or more, 42 
(35 per cent) are still living without recurrence 
from five to twelve years after the beginning of the 
treatment. Of these 120 patients, 91 were treated 
with endothermy and irradiation, and 29 with 
endothermy only. Of the 29 patients, 17 (58 per 
cent) are still living without recurrence five to 
twelve years after the beginning of the treatment. 
Approximately 20 per cent of all cases must be 
rejected as hopeless while more than 50 per cent 
terminate fatally within five years from the be- 
ginning of the treatment. JosepH K. Narart, M.D. 


EYE 


Walsh, F. B.: Ocular Signs of Thrombosis of the 
Venous Sinuses. Arch. Ophth., 1937, 
17: 46. 

The ocular signs of thrombosis of the lateral and 
cavernous sinuses are well known, but there is not 
complete agreement regarding the mechanism which 
produces them. The author gives a very detailed 
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and well illustrated description of the anatomical 
picture. The pathological picture may be summed 
up as follows: 

Thrombi may be aseptic or septic. The aseptic 
form of thrombosis occurs usually in the superior 
longitudinal sinus, less frequently in the lateral sinus, 
and least frequently in the cavernous sinus. Septic 
thrombosis occurs most often in the lateral sinus, 
The septic form is more common than the aseptic, 
Macewen in 1893 differentiated these forms. Asep- 
tic thrombosis is characterized by: (1) occurrence in 
the non-paired sinuses, (2) rare association with 
purulent infection, (3) a tendency to organization or 
resorption, (4) rare complication by meningitis, and 
(5) extravasation into the brain and a tendency 
toward softening in one-half of the cases. Septic 
thrombosis is characterized by (1) occurrence in the 
paired sinuses, (2) frequency of purulent infection, 
meningitis and cerebral abscess, (3) a tendency to 
purulent degeneration of the thrombus, and (4) rare 
occurrence of extravasations into the cerebrum and 
cerebellum. 

Thrombosis and phlebitis are usually regarded as 
reciprocal processes. Aseptic thrombosis may occur 
as a result of injury, but it may also occur as a 
result of changes in the blood itself or from dehy- 
drating diseases. Thrombi may cause vascular 
obstruction. Septic thrombophlebitis is constantly 
accompanied by edema of the surrounding tissue. 
This edema is due, chiefly, to lymphangitis. 

In the cases reported the changes observed at 
autopsy may be summarized as follows: 

Orbits. In every instance infection of the orbital 
tissues was present. Infiltration of the muscles with 
inflammatory cells, and thrombosis of the orbital 
veins were frequent. 

Cornea. Clouding and necrosis of the cornea were 
observed clinically. Only posterior sections of the 
eyes were obtained for study. 

Retina. Edema of the retina was present in all 
cases. It is notable that it was not less marked in 
the cases in which it was not observed ophthalmo- 
scopically than in those in which it was. It probably 
appears late in most cases. 

Choroid. Inflammatory cells were present in the 
choroid in all cases. These were mostly mono- 
nuclears and lymphocytes, with only a few poly- 
morphonuclear leucocytes. In no case was there 
abscess formation in the eye. 

Optic Disks. Low-grade papilledema was present 
in all cases. Thrombosis of the central retinal vein 
was not observed. 

Nerves. Inflammatory changes were noted in the 
nerves in 1 case and in the gasserian ganglion in 
another. 

Cavernous Sinuses. Because of the tendency of 
septic thrombi to disintegrate and liquefy early, 
microscopic examination may be essential in the 
pathological diagnosis of thrombophlebitis of the 
cavernous sinus. 

Hypophysis. This structure was affected in 5 of 6 
cases. The stalk of the hypophysis appeared normal 
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in the one case in which it was examined. Necrosis 
with or without inflammatory cells is the usual 
lesion. This probably arises through infarction. 
However, this would be difficult to demonstrate as 
it would necessitate cutting serial sections. 

Involvement of the hypophysis has not been 
stressed in previous reports on septic thrombo- 
phlebitis of the cavernous sinus. In those cases in 
which a clinical diagnosis of cavernous sinus throm- 
bosis is made involvement of the hypophysis is 
usually only of academic interest, but in cases in 
which recovery takes place signs of hypophyseal 
dysfunction may appear. 

Thrombosis of the cavernous sinus is found unex- 
pectedly at autopsy fairly often as the diagnosis is 
made only when ocular signs are present. It is 
probable that recovery is relatively frequent. 

Leste L. McCoy, M.D. 


Berens, C., Nilson, E. L., and Chapman, G. H.: 
Iritis Produced in Rabbits’ Eyes by the Intra- 
venous Injection of Crude and Purified Cultures 
of Bacteria Isolated from Patients with Certain 
Inflammatory Eye Diseases. Am. J. Ophth., 1936, 
19: 1060. 


Iritis (acute congestion) was produced in rabbits 
by the intravenous injection of either primary or 
purified cultures from 19 of 21 patients with acute or 
chronic eye diseases and by such cultures from 11 of 
14 controls (laboratory assistants, healthy children, 
and patients with arthritis and thyrotoxicosis). 

Positive results were obtained with streptococci 
(alpha, beta, and gamma types), staphylococci 
(albus and aureus), colon bacilli, non-lactose fer- 
menters, enterococci, and Friedlaender bacilli. Of 
the 51 primary cultures from patients with eye dis- 
ease, 25.5 per cent produced iritis (acute congestion) 
in rabbits and 39 per cent caused death of the rabbits 
before examination or too early for the production of 
eye symptoms. Of the 35 primary cultures from the 
control group, 26 per cent produced acute iritis and 
60 per cent caused death of the rabbits before iritis 
was observed. 

Iritis was produced by 44 per cent of 61 purified 
strains of streptococci from patients with eye disease 
and by 29 per cent of 69 strains from persons in the 
control group. 

Of the 22 purified strains of staphylococci, mem- 
bers of the colon group of bacteria, and enterococci 
from patients with eye disease, 36 per cent, and of 
the strains of staphylococci, members of the colon 
group of bacteria, and Friedlaender bacilli from the 
controls, 41 per cent produced iritis. The results of 
18 per cent of the tests with the former and 25 per 
cent with the latter group of strains were undeter- 
mined. 

Of the total of 134 cultures from patients with eye 
disease, 36 per cent produced iritis and the results of 
17.9 per cent were undetermined. Of the total of 116 
cultures from persons in the control group, 29.2 per 
cent produced iritis in rabbits, and the results of 21.5 
per cent were undetermined. 
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Toxicity as measured by tests in vitro did not seem 
to be related to the iritis-producing power of strepto- 
cocci and staphylococci. Seventy per cent of the 
organisms which produced iritis produced positive 
toxicity reactions, whereas 60 per cent of the strains 
which did not cause iritis produced such reactions. 

It is concluded that, while iritis (acute congestion) 
is produced in the eyes of rabbits by various cultures 
of bacteria, this property is not characteristic of any 
one bacterial genus and is not distinctly a property 
of cultures from patients with inflammatory eye 
diseases. 


Minton, J.: A Clinical Study of 54 Cases of Occlu- 
sion of the Central Artery of the Retina and Its 
— Proc. Roy. Soc. Med., Lond., 1937, 30: 
285. 

Although Graefe described the clinical entity of 
occlusion of the central retinal artery in 1859 as an 
embolism, and the condition is still widely known 
under that name, it is probable that many cases are 
due to angiospasm rather than embolism. Fifty-four 
cases were. studied at the Royal Eye Hospital in 
London. Thirty occurred in males and 24 in 
females. Only 8 of the patients were under fifty 
years of age; the remainder were about equally 
divided between the age groups of from 50 to 60; 
from 60 to 70; and from 70 to 80 years. Valvular 
heart disease was present in the 5 patients under 4o 
years of age, but in only 1 over that age. In 9 
patients there was myocardial disease associated 
with intense arteriosclerosis and very high blood 
pressure. The majority of the patients presented 
retinal angiosclerosis in the other eye. 

This study seems to indicate that in older patients 
active spasms in a diseased retinal vessel may be 
the cause of temporary occlusion which in many 
cases is followed by thrombosis and permanent 
occlusion. Wituram A. Mann, Jr., M.D. 


Ballantyne, A. J., and Michaelson, I. C.: A Case of 
Perivasculitis Retinz Associated with Symp- 
toms of Cerebral Disease. Brit. J. Ophth., 1937 
21: 22. 


Ballantyne and Michaelson give a most excellent 
report of a case of perivasculitis retine associated 
with symptoms of cerebral disease. Their article 
also contains excellent illustrations. 

The case was that of a young man with vascular 
disease of the retina, with recurrent retinal and 
vitreous hemorrhage. It differed from the usual 
cases of this group in the rapid evolution of the 
vessel changes, and presented an interesting but 
somewhat unusual feature in that the symptoms 
indicated disease of the central nervous system. 

A group of 68 similar cases reported in the litera- 
ture were discussed with regard to the clinical facts, 
the pathological appearance, the etiology, the path 
of entrance of infection, the involvement of the 
cerebral vascular system, and the association with 
recurring vitreous hemorrhages. 

The authors’ conclusions are as follows: 
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Perivasculitis retine in young adults causes an 
inflammatory cellular exudate within the vessel 
walls, which is usually confined to the veins. A 
similar condition probably affects some of the intra- 
cranial vessels. Perivasculitis retine probably 
manifests itself frequently as the clinical condition 
described as recurring hemorrhage in the vitreous 
of adolescents. The cause is not definitely deter- 
mined although a good many of the cases are 
associated with active tuberculosis. The case which 
was reported appeared to be due to an unknown 
infection. 

It is possible that perivasculitis retine is not a 
single disease, but rather a notable clinical phe- 
nomenon common to several diseases of different 
etiology and distinguished from each other clinically 
by such features as a difference in the age incidence, 
localization of the changes in the veins alone or in 
both arteries and veins, the more or less peripheral 
situation of the early lesions, the rapidity of the 
pathological process, the occurrence of vitreous 
hemorrhage, and the presence of disturbances of 
the central nervous system. 

Leste L. McCoy, M.D. 


EAR 


Mayer, O., and Fraser, J. S.: Pathological Changes 
in the Ear in Late Congenital Syphilis. J. 
Laryngol. & Otol., 1936, 51: 755. 

The authors state that the principal changes in 
the ear due to late congenital syphilis are bone 
lesions—osteomyelitis gummosa, periostitis gum- 
mosa, and periostitis productiva. Other changes 
are usually caused by disturbances in the bone 
which surrounds cavities and canals, invasion of 
which is very easy. 

In all of the cases examined the authors found 
serous labyrinthitis in the cochlea and vestibule, 
either florid or cured. This is probably due to 
miliary gummas in the endosteum of the labyrinth 
which set up a serous exudation leading to slight 
proliferation of tissue in the scale, ectasia of the 
ductus cochlearis, and, lastly, pronounced shrinkage 
of the membranes, atrophy of the organ of Corti, and 
degeneration of the macule. 

In the semicircular canals the chief finding is pro- 
ductive inflammation in the periosteal layers. Con- 
stant endosteal proliferation of tissue and bone 
leads to concentric narrowing of the lumen. The 
endolymphatic space usually remains patent, and 
the endolymph flows freely. 

More rarely, a gummatous inflammation con- 
sisting of small miliary gummas or large ones which 
fill the entire canal accompanies this periostitis 
productiva. 

This specific tissue may erode the semicircular 
canal interiorly, causing eruptions into neighboring 
marrow spaces. 

Gummous osteomyelitis leads to extensive changes 
of structure in the labyrinth capsule. It attacks 
most frequently the region of the semicircular canals 
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at the margin of the periosteal capsule, but invades 
the labyrinth. Deficient replacement of the re- 
sorbed bone may result in osteoporosis of all ear 
bones and the petrosa. 

In the ossicle, osteomyelitis generally causes 
ankylosis of the malleo-incudal joint. 

In the reviewed cases the formation of osteophytes 
was found in the oval window. Stapedial ankylosis 
had not occurred, but there was a specific infiltra- 
tion of the annular ligament which may have 
caused softening. 

In the os tympanicum there were gummas, ne- 
crosis of the bone, and consequently a cholesteatoma 
in the external meatus. 

The nervous system showed lesions due to miliary 
gummas in the ganglion spirale and to gummatous 
inflammation in Rosenthal’s canal and the internal 
meatal fundus, particularly in the fovea centralis 
and superior. 

The affection is extremely insidious. In all of the 
cases examined there were fresh inflammatory proc- 
esses in spite of the long duration of the condition. 
Subendosteal periostitis in the semicircular canals 
seems particularly apt to flare up again and again. 
Fresh lesions are seen close to healed lesions. 

These findings explain the lack of uniformity of 
the results of functional examination of the laby- 
rinth. James C. BRASWELL, M.D. 


Lawson, L. J.: Osteomyelitis of the Sphenoid Bone: 
A Report of 2 Cases. Arch. Otolaryngol., 1937, 25:1. 


Lawson states that in the first of his 2 cases of 
osteomyelitis of the sphenoid bone an unusual 
amount of destruction of the sphenoid body occurred 
before diffuse fatal basal meningitis developed. 

In the second case, neither meningitis nor throm- 
bosis of the cavernous sinus, the more usual com- 
plications, developed; but the process produced 
posterior cervical thrombophlebitis with abscess 
formation and late septicemia, an unusual result. A 
continuous stream of pus ran from the abscess 
beneath the dura under the cavernous sinus and 
over the sphenoid body, down along the right 
jugular bulb and then posteriorly in the neck and 
connected with diffuse bilateral, posterior, deep 
cervical abscesses. This condition with the anterior 
cervical spaces free from infection is unique. The 
perfectly healed right mastoid wound and dry 
cavity of the middle ear, in association with the 
pain, nasal obstruction, and sinus infection on the 
left side during the earlier stages, presented a 
confusing syndrome. The development of recurrent 
asthma with the onset of infection of the sphenoid 
suggested that previous disease of the sphenoid 
may have escaped notice and reactivation due to 
the lowering of the patient’s resistance by the mas- 
toid infection may have caused the unusual symp- 
toms and overwhelming infection which followed. 

Osteomyelitis of the sphenoid bone will not 
respond to drainage by steel drills. It requires 
extensive surgical removal of the bone beyond the 
infected thrombosed blood vessels, as in osteo- 
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myelitis in other locations. This is not possible by 
any known technique. James C. BRaswELL, M.D. 


NOSE AND SINUSES 


Larsell, O., and Fenton, R. A.: Lymphatic Path- 
ways from the Nose: Research Report. Arch. 
Otolaryngol., 1936, 24: 696. 

The authors state that there are 4 routes by 
which material in solution or suspension can reach 
the bronchial and mediastinal lymph nodes from 
the region of the paranasal sinuses: (1) the trachea; 
(2) the combined path of the lymph nodes, tracheal 
lymph duct, and blood vessels through the right 
side of the heart and the pulmonary bed; (3) the 
blood vessels; and (4) the lymph spaces and channels 
in the visceral cervical space, the dorsal wall of the 
esophagus, the prevertebral fascia, and related 
structures, which communicate with the anterior 
part of the mediastinum. 

The tracheal route is obvious. It is particularly 
important in air-borne infection. The experiments 
with trypan blue clearly indicate that drippings 
from the posterior pharyngeal wall and the naso- 
pharynx reach the lungs. The particulate matter, 
phagocytosed by septum and dust cells, is in part 
eliminated through the bronchial passages, but 
most of the phagocytic cells get into the perivascular, 
peribronchial, and pleural lymphatics, and thence 
into the bronchial and neighboring lymph nodes. 
Lymph follicles in the bronchial walls within the 
lung become enlarged and, when bacterial invasion 
takes place, no doubt become infected. 

Colloid material reaching the lungs by the com- 
bined lymphatic and blood routes diffuses through 
the capillary walls to be phagocytosed by the same 
type of cells that serve for the tracheal route, 
namely, septal cells and the so-called dust cells. 
The pathway of these cells from the lungs is again 
through the various lymphatic channels of the lungs 
to the bronchial and mediastinal lymph nodes. 
When particulate material of larger than colloidal 
size enters the pulmonary bed, capillary plugs are 
formed and phagocytosis takes place. The phago- 
cytes so involved can escape from the lungs only 
by the lymphatic channels already named. Bac- 
terial invasion undoubtedly produces capillary 
plugs, which in turn become centers of proliferation 
and of long-continued phagocytic activity with 
long-continued irritation to the lymphoid tissue 
and the neighboring structures. 

The blood-vessel route of invasion from the 
region of the sinuses is possible, but appears un- 
likely. Aside from the mediation of lymph nodes 
and lymphatic vessels, the pathways would be the 
same as when the lymphatic route is involved. The 
pulmonary lymphatic pathways and cellular ele- 
ments would, of course, also be the same. 

The fourth route mentioned, namely, the lymph 
spaces and channels in the neck which communicate 
with the mediastinum, is probably of little impor- 
tance. Bacteria escaping from the retropharyngeal 


HEAD AND NECK 447 


region into adjacent tissue spaces are probably 
phagocytosed by the numerous histocytes in the 
looser tissues before they have gone far. The con- 
tinuous communication of tissue spaces in the con- 
nective tissues from the neck to the thoracic wall 
and mediastinum, however, indicates the possibility 
of this pathway. 

The combined lymph and blood route and the 
tracheal route were by far the most important paths 
by which material from the sinuses entered the 
lungs and the related lymph nodes in the experi- 
ments reported. The evidence did not permit 
definite conclusions as to which of these 2 routes 
was the more important, but it appeared to point 
toward the former. James C. BRASWELL, M.D. 


Goldsmith, P. G., and Ireland, P. E.: Mixed Tumors 
in the Nose and Throat. Ann. Otol., Rhinol. & 
Laryngol., 1936, 45: 940. 

The authors state that 6 cases of aberrant mixed 
— of the salivary gland type have been re- 
ported. 

The general consensus is that these tumors are 
not true teratomas. Those closely associated with 
the glands proper probably arise from the gland 
ducts, and those of the aberrant type from em- 
bryonal rests. Cartilage and myxomatous tissue 
can be developed by metaplasia; a mesodermal 
origin is not considered essential. 

Tumors of this type involving the accessory 
sinuses are rare. One such case has been reported. 

In the reviewed cases the most satisfactory treat- 
ment was complete surgical removal. 

Irradiation as primary treatment should not be 
considered, but prophylactic postoperative irradia- 
tion may have some value. Recurrence of the growth 
is frequent. James C. BrasweELt, M.D. 


MOUTH 


Kronfeld, R.: A Case of Tooth Fracture, with Spe- 
cial Emphasis on Tissue Repair and Adapta- 
tion Following Traumatic Injury. J. Dental 
Res., 1936, 15: 429. 

The author made a histological examination of a 
fractured root of an upper central incisor, studying 
his material in orderly serial sections. He found that 
definite tissue repair had taken place and that the 
pulp had remained vital during the uncertain num- 
ber of years the tooth had been retained after frac- 
ture. A large amount of secondary dentine had been 
formed in the pulp chamber. Cementum had 
covered the fractured dentinal surfaces, but no 
solid union between the fragments occurred. In the 
space between the fragments a fibrous connection 
closely resembling the periodontal membrane had 
developed. The periodontal membrane in the apical 
fragment was found to be thin and atrophic, while 
that of the incisal fragment was thick and fibrous. 
His findings show that there had been a response to 
the functional requirements. 

CHARLES W. FREEMAN, D.D.S. 
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Howarth, W.: Some Tumors and Ulcers of the 
Palate and Fauces. J. Laryngol. & Otol., 1937, 
<a: 

Palatal tumors are not so uncommon as is often 
supposed, and it is surprising what a large variety 
may be found. Professor Cohnheim, as early as 
1877, presented the theory that the main source of 
tumors is superfluous fetal tissue or fetal tissue 
which has been arrested in its development, has 
never reached maturity, and remained quiescent in 
the midst of better developed tissues. This theory, 
though a comprehensive one, is not presented to the 
exclusion of all other theories, but it is safe to say 
that there is no part of the body which suffers more 
from arrest and perversion of development than the 
palate. 

The origin of mixed tumors in the parotid gland 
as well as in the palate (for they present the same 
clinical and histological characteristics) has given 
rise to considerable controversy. Of late years the 
majority believe that they arise from fully developed 
glandular tissue and that they are epithelial in 
origin. These tumors, in the large majority of cases, 
are very slow growing, and it is not uncommon for 
them to be present for many years before they are 
discovered. Attention is often drawn to them on 
account of some mechanical discomfort. They are 
usually encapsulated and are generally regarded as 
comparatively benign in character. However, this 
isnot always true. In the large majority of cases the 
surgical treatment is simple as the tumors shell out 
readily and, if the entire capsule is removed, cure 
is usually effected. 

Hemangioma and hemangiofibroma are rare tu- 
mors of the palate, but it is advisable that the possi- 
bility of their existence be considered in the differ- 
ential diagnosis. Such a tumor may be mistaken for 
a peritonsillar abscess, and incision may be fatal 
on account of hemorrhage. 

Fatty tumors in the palate are extremely rare. 

An unusual tumor is adenocarcinoma. Finder, in 
an exhaustive study of the literature, found only 6 
recorded cases. 

Osteomas are occasionally reported as occurring 
in the palate, and Horsley has given a very good 
account of a case, with an illustration. A mistaken 
diagnosis of osteoma may be made in the condition 
known as “torus palatinus.”” Torus palatinus usu- 
ally presents a symmetrical smooth swelling in the 
midline of the hard palate. It is an anatomical 
variation and not a pathological condition. 

In malignant diseases, particularly carcinoma, 
there is usually an ulcerating tumor or a raised 
plaque with a varying amount of infiltration of the 
surrounding structures, but there is a type of epi- 
thelioma with very diffuse, shallow ulceration, a 
serpiginous outline, and little or no infiltration at 
the edge. 

Sixty-one cases of malignant disease of the palate 
and fauces are presented. After treatment 22 pa- 
tients (36 per cent) died within the first year; 24 
(39.3 per cent) died in from one to five years; and 
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15 (24.5 per cent) survived for more than five 
years. 

Syphilis in the palate and fauces manifests itsel/ 
in the same protean manner of syphilis elsewhere, 
and the lesions may resemble those caused by other 
agents. 

Tuberculosis of the fauces is seen almost invari- 
ably in patients who are in the last stages of pul- 
monary tuberculosis, is agonizingly painful, and 
rapidly progressive. The more chronic form of 
tuberculosis that is called lupus produces many 
cases of shallow ulceration in the fauces and usually 
responds to treatment satisfactorily. However, there 
are intermediate forms which, for want of a better 
term, are called “lupoid.’’ These often resist treat- 
ment and show a tendency to relapse. 

Streptococcal infections may be very chronic and 
resistant to treatment. 

Another form of ulceration of the palate and fauces 
is precancerous epitheliomatosis. This is very 
chronic and twenty years may elapse before malig- 
nant degeneration occurs. 

The author presents a detailed discussion of cer- 
tain cases, and describes the operative treatment 
which in most cases was carried out with the dia- 
thermy knife. Each condition presented is well 
illustrated with colored plates and photomicrographs. 
T. Byars, M.D. 
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Blegvad, N. R., Burrell, L. S. T., Thomson, Sir St.C., 
Ormerod, F. C., and Horne, J.: A Discussion on 
the Problem of Early Laryngeal Tuberculosis. 
Proc. Roy. Soc. Med., Lond., 1937, 30: 221. 


BLEGVAD treats laryngeal tuberculosis by the 
method inaugurated by the Finsen Institute, name- 
ly, by universal carbon-arc-light baths. In the last 
few years he has moreover used quartz-light baths 
extensively. When the patient is feverish and has a 
bad constitution the quartz-light bath is preferred, 
as it is not so violent a treatment as the carbon-arc- 
light bath, which often tires him very much. 

The second part of the treatment consists in sur- 
gical procedures, which are always performed under 
the direction of the laryngeal mirror. This method 
is less strenuous for the patient and safer than 
operation by the direct method. It is safer to oper- 
ate indirectly, because during a direct laryngoscopy 
the larynx is drawn out of shape, and localization 
may be difficult. 

Every treatment is begun with light baths and 
orders to keep silent, but unfortunately it is impos- 
sible to carry out these orders in a large hospital. 
If there is no appreciable improvement within a few 
months, a local operation is undertaken, but of 
course, only if the condition of the patient does not 
contra-indicate surgical treatment. Blegvad does 
not go into further details of the different operations, 
but gives the following figures: in the years from 
1922 to 1936 there were performed 4o1 excisions, 527 
galvanocauterizations, 40 amputations of the epi- 
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glottis, 127 injections of alcohol, and 49 resections 
of the superior laryngeal nerve. 

BuRRELL found that one-third of the patients 
sent to the throat department for examination on 
account of hoarseness or difficulty in speaking were 
sent back again as not being tuberculous. These 
patients always make a good recovery. On that 
account it has seemed to him that the tuberculous 
patient suffers from hoarseness or even loss of voice 
because of some change which is not necessarily 
tuberculous. When these patients were followed up 
in order to see whether they developed tuberculous 
laryngitis at a later stage, no greater incidence of 
tuberculous laryngitis was found in those who had 
had preliminary hoarseness. 

Burrell found that a tuberculous larynx responds 
very well to artificial pneumothorax. It will also 
respond to other collapse methods, such as thora- 
coplasty, but pneumothorax is usually induced in 
cases of laryngitis. He has frequently been asked 
to induce pneumothorax on account of laryngitis on 
both sides. Ordinarily pneumothorax would not 
have been attempted, but he was so impressed by the 
results of even partial collapse that now, when he 
finds a patient with any degree of tuberculous laryn- 
gitis, he attempts to induce artificial pneumothorax 
unless there is a definite contra-indication. In cases 
in which it is possible to produce complete collapse 
of the lung it is exceptional for the tuberculous laryn- 
gitis to continue. When the condition of the larynx 
continues to become worse in spite of the medical 
treatment of the chest, the outlook is practically 
hopeless. If the condition improves there is a good 
chance that the patient will recover. 


Burrell finds that not only such a complication as 
laryngitis, but also enteritis, becomes less severe 
when the lung has been collapsed. Therefore, if it is 
possible to improve the primary condition in the 
lungs, it it reasonable to expect improvement else- 


where also. One patient with laryngitis and diar- 
rhea, the latter condition supposed to be due to 
tuberculous enteritis, was considered quite unsuit- 
able for the induction of pneumothorax. However, 
pneumothorax occurred spontaneously, and recovery 
of both the larynx and intestine followed. 

Tuomson: The appearance of a larynx changes to 
some extent from day to day and under varying 
conditions, such as recent cough, pyrexia, or fatigue. 
Therefore it is important to obtain a good view of 
the interarytenoid region, the area most frequently 
invaded by tuberculosis. Inspection after a period 
of silence will help define a lesion. 

Any one-sided congestion should arouse suspicion, 
as well as any irregularity. A second separate focus 
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also requires attention. A malignant growth spreads 
only from one center. Tuberculosis often simulates 
pachydermia, particularly in elderly patients. The 
““‘pachydermia”’ of forty years ago is now seen more 
rarely, as its true nature is more frequently recog- 
nized in many cases. We are apt to forget that 
tuberculosis is far from being rare in the old. There 
is a larger proportion of cases of tuberculosis among 
people between sixty and seventy-five years of age, 
than among people between twenty and thirty years 
of age. Of course, as the young people are more 
numerous, they present a far larger number of 
deaths. The young also die more quickly. 

Tuberculosis of the larynx is still a very serious 
disease. It is noteworthy that of about 500 patients 
with this condition which were seen during a period 
of ten years, no less than 70 per cent were dead 
within three years of their leaving the institution. 
Therefore, nearly 3 of every 4 patients observed, 
are still doomed to death. 

OrRMEROD: The essential treatment of tuberculous 
disease of the larynx largely devolves on the physi- 
cian, but the patient must remain silent and receive 
applications of the galvanocautery if possible. The 
physician and the thoracic surgeon, by means of 
various methods of collapse therapy, take an im- 
portant part in the treatment of tuberculous laryn- 
gitis. 

Horne speaking of his own clinical and patho- 
logical researches, said that the earliest clinical 
evidence of laryngeal tuberculosis was not hoarse- 
ness but dysphonia or transient aphonia. The earli- 
est change in the larynx was not an acute condition; 
but was shown by pallor and impaired adduction of 
the vocal cords, which left at times a triangular 
opening at the posterior third of the glottis and 
caused phonatory waste. 

The possibility of pulmonary tuberculosis must 
always be kept in mind in all cases of aphonia, 
whether intermittent or persistent, and more par- 
ticularly in women. It must not be labeled “func- 
tional aphonia”’ or “hysteria” and treated accord- 
ingly. 

Horne found that when the larynx was infected 
with tuberculosis the disease was already established 
in the lung. Primary tuberculosis of the larynx was 
negligible. The disease in the larynx progressed 
pari passu with that in the lungs: when the disease 
in the larynx presented ulceration, that in the lungs 
had advanced to cavitation and when that in the 
lungs had become arrested, that in the larynx had 
healed. When the disease in the lungs was confined 
to the pure miliary form the larynx was not infected. 

Joun J. MAtoney, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Hartmann, F.: Circulatory Conditions and the 
Circulation of the Artificially Perfused Brain 
Under Increased Intracranial Pressure (Kreis- 
laufverhaeltnisse und Durchblutung des kuenstlich 
durchstroemten Gehirnes bei erhoehter Spannung 
in der Schaedelhoehle). Deutsche Ztschr. f. Chir., 
1936, 247: 242. 


The Starling heart and lung preparation is singu- 
larly adapted for the purpose of artificially perfusing 
other organs and at the same time to give insight 
into the circulatory requirements of these organs. 
The author used this preparation for the purpose 
of perfusing the isolated brain of a dog. The proce- 
dure is not very simple and requires a great deal of 
experimental skill. The artificially perfused brain 
remains in nerve connection only with its body and 
can therefore exert influence upon the blood pressure 
and respiration of the “‘experimental organism’’ 
without being influenced by the secondarily occur- 
ring circulatory changes in the body. The value of 
these experiments is shown by the logical refutation 
of Cushing’s theory of the development of cerebral 
pressure. Cushing attributed the cerebral pressure 
to an anemia of the cerebral vessels. He regarded 
the large wave-like fluctuations of the general blood 
pressure associated with high cerebral pressure as 
a ‘‘purposeful regulating mechanism.’”’ He says 
that this fluctuation is caused by the alternate 
stimulation of anemia from the rising blood-pressure, 
and its disappearance following the improved 
cerebral circulation from the increased blood pres- 
sure with its subsequent renewed vascular compres- 
sion. If this theory were correct then the blood- 
pressure fluctuations in increased cerebral pressure 
should have disappeared completely in the experi- 
ments of the author, as in the isolated perfusion of 
the brain the secondary effects of the general blood 
pressure upon the cerebral circulation were com- 
pletely absent. However, this was not the case. The 
wave-like fluctuations could be observed even 
better in the author’s experiments than in Cushing’s 
experiments. Cushing’s theory is therefore un- 
tenable. We are more likely dealing with a primarily 
elicited reflex caused by direct pressure acting upon 
the nerve substance, probably the medulla oblon- 
gata. 

Concerning the relationship between the cerebral 
circulation and the cerebral pressure, interesting 
experiments are reviewed. In addition to the respi- 
ration, the general and the perfusion blood pressure, 
and the cerebral pressure on the convex surface, 
which can be elevated at will by means of a Ringer- 
solution pressure system, are shown. The sub- 
occipital cerebrospinal fluid pressure is also given. 
When the intracranial pressure is uniformly in- 
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creased at regular intervals, the perfusion volume 
of the brain shows an increase of from 80 to 100 per 
cent after an initial decrease. The perfusion in- 
crease in spite of uniformly maintained high cerebral 
pressure disproves the anemia theory of pressure 
symptoms. The reflex dilatation which guarantees 
the safety of the cerebral circulation occurs for the 
most part because of compression of the middle 
meningeal artery. This was ascertained by M. 
and D. Schneider in experiments pertaining to the 
receptor fields of this vessel. For this reason, a 
favorable influence upon the cerebral circulation 
can be expected from decompression trephination 
in the subtemporal region during surgical treatment 
of cerebral pressure. 
(DretricH SCHNEIDER). Harry A. SALZMANN, M.D. 


Morsier, G. de: Nervous and Mental Disturbances 
Following Injuries of the Brain and Skull (Les 
troubles nerveux et mentaux consécutifs aux 
traumatismes cranio-cérébraux). Rev. méd. de lu 
Suisse Rom., 1936, 56: 785. 


There has been a great change in recent years in 
the conception of nervous and mental disturbances 
following injuries of the head. Formerly, if there 
were no gross lesions, the unfortunate sufferers 
were assumed to be malingerers if they did not 
return to work promptly, or if they demanded com- 
pensation for symptoms that were thought to be 
purely subjective. Now it is known that they may 
receive a serious injury which is not visible exter- 
nally; and instead of being condemned they should 
be examined and treated very carefully. The author 
describes the various symptoms that may occur: 
headache, dizziness and disturbances of equilibrium, 
disturbances of memory, changes in character, 
ready fatigue, disturbances of sleep, sympathetic 
disturbances, disturbances of the sympathetic 
nervous system, genital symptoms, visual abnor- 
malities, auditory symptoms, speech disturbances, 
disturbances of smell and taste, sensory and motor 
disturbances, and epileptiform attacks. 

Clinical examination should be supplemented by 
lumbar puncture and encephalography. The lesions 
which may be found are described and illustrated 
in the original article. 

The barbiturates are the best symptomatic 
remedies. Patients suffering from traumatic en- 
cephalopathy should be treated somewhat like 
patients with migraine. Transcerebral ionization 
has given good results in some cases. Marburg 
recommends roentgen therapy, but the author be- 
lieves that surgery is of increasing importance. 
Instead of urging these patients to get up and go tu 
work as soon as possible, they should be kept in 
bed for a long time. Patients who have shown signs 
of cerebral concussion should be kept in bed for at 
least four weeks. After leaving the hospital they 
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should remain convalescents for an equal length of 
time. They should never be allowed to go to work 
immediately after leaving the hospital. Patients 
who have had an injury of the brain should be kept 
under observation in the hospital and should be ex- 
amined by the neurologist, the ophthalmologist, the 
otologist, the roentgenologist, and the neurological 
surgeon. 

In the discussion 2 physicians agreed with 
Morsier’s views, and 2 others were of the opinion 
that many of these patients merely had traumatic 
neuroses and too much attention to their ills exag- 
gerated rather than remedied them. Morsier called 
attention to the fact that the last 2 physicians were 
associated with the National Insurance Societies 
and that their opinions, as well as the opinions of 
their patients, might be influenced by other than 
purely medical factors. 

AupREY Goss Morcan, M.D. 


Dial, D. L., and Maurer, G. B.: Intracranial Aneu- 
rysms. Am. J. Surg., 1937, 35: 2- 


The clinical symptoms and post-mortem findings 
in 13 cases of intracranial aneurysm are given in 
detail with particular reference to the medicolegal 
aspects. The 13 cases were noted in 2,880 autopsies 
in which the brain was examined. The cases are 
divided into 5 groups, based on the causes of the 
condition. Arteriosclerotic change was the prob- 
able cause in several cases, and marked hyperten- 
sion with slight atheromatous change in the cerebral 
vessels, in 2 cases. In these 2 cases an aneurysm 
occurred in the bifurcation of the vessels forming the 
circle of Willis, a site of possible natural weakness. 
Syphilis was found to be a rather unimportant cause, 
present only in 2 cases, and these were the only 2 
cases in which multiple aneurysms were found. One 
case suggested trauma or congenital origin as the 
basis for the aneurysm, and in the other no cause 
could be determined. Two of the 13 patients died 
suddenly while the remainder lived from one to 
twenty-nine days. Headache or migraine was 
common but probably of no prognostic value. The 
onset of symptoms in several cases was very sudden, 
4 of the patients complaining of sudden stabbing 
pain over one eye. 

The spinal fluid was not examined in 3 of the 
cases; in 7, it contained blood. In the remaining 3 
cases in which the aneurysm had not ruptured the 
spinal fluid failed to show blood. There was an 
erosion of the lower esophagus with escape of the 
gastric contents into the pleural cavity in 2 cases. 
Examination in 1 case showed hemorrhages in the 
tuberose and other nuclei of the hypothalamus asso- 
ciated with intraventricular hemorrhage. The 
other case was seen in 1919, but the material was 
not available to enable a study of the hypothalmic 
region. 

The authors conclude that rupture of an intra- 
cranial aneurysm must be considered in cases in 
which sudden death occurs. 

Ropert ZOLLINGER, M.D. 
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Vincent, C., David, M., and Askenasy, H.: A Method 
of Treatment of Subacute and Chronic Ab- 
scesses of the Cerebral Hemispheres (Sur une 
méthode de traitement des abscés subaigus et 
chroniques des hémisphéres cérébraux). J. de chir., 
1937, 49: I. 


The authors discuss the treatment of intra- 
parenchymatous abscesses of the hemispheres which 
do not communicate with the ventricles or the 
arachnoid cavities. The abscesses may be adjacent 
to these cavities. They may be acute, subacute, or 
chronic from the beginning. In the acute forms 
there is no pus but 4 massive edema, and the patient 
is not suffering from suppuration but from toxic 
infection. In the subacute and chronic forms pus 
has formed and must be removed. 

It has been the custom heretofore to treat these 
abscesses by repeated puncture and drainage. This 
treatment is effective only in cases of small ab- 
scesses near the surface without any tendency 
toward extension. Even in these cases there are 
many failures, and the treatment does not succeed 
at all in cases of large deep abscesses. The authors 
describe their method of removing the abscess en 
masse—wall and contents—and suturing the dura 
mater without drainage. If the abscess is subacute 
and the patient’s condition does not permit this 
operation, and if the thickness and resistance of the 
wall of the abscess are not suflicient to make it 
practicable, decompression is effected by means of 
a large flap without puncture of the dura mater and 
without drainage. Then when the opportune 
moment arrives the abscess is removed en masse 
without drainage. 

The authors report 5 cases which they have oper- 
ated on, 3 by decompression followed by removal 
en masse at a later date and 2 by removal en masse 
at once. Illustrations accompany the reports. The 
result in all of the cases was a rapid and apparently 
permanent cure. AuprEY Goss Morcan, M.D. 


Kahn, E. A.: The Treatment of Encapsulated 
Brain Abscess. J. Am. M. Ass., 1937, 108: 87. 


The treatment described by King in 1924 consists 
in direct transcortical exposure of an encapsulated 
abscess, uncapping the presenting wall, and packing 
the cavity in 1 operation. A modification of the 
technique making a trephine opening over the sus- 
pected area is presented. This procedure allows the 
abscess to migrate to the surface. Increased intra- 
cranial pressure causes a slight herniation of the 
brain at this site. The surface vessels are coagulated 
and the arachnoid is sealed to the cortex at the 
margins of the wound. An iodoform pack promotes 
the formation of adhesions. 

After three or four days the second stage of the 
operation is performed or, if necessary, it may be 
postponed for several more days. The abscess 
capsule, if smooth-walled and not adherent, mi- 
grates to the surface covered by edematous brain. 
The edematous brain is easily removed by suction, 
and the abscess is then drained. Nitrous oxide is 


1 
1 
1 
t 
r 
1 
> 
n 
n 
Ss 
t 


452 


of its tendency to increase the intracranial pressure. 
The abscess may be excised if feasible. 

The most important factor in the postoperative 
treatment is the prevention of brain herniation by 
lumbar puncture and dehydration. These 2 proce- 
dures readily controlled the cerebrospinal-fluid leak- 
age which occurred in 2 of the 4 cases presented. 

Before surgical treatment of the abscess is 
attempted the source of the infection should be 
removed. Epwarp S. Pratt, M.D. 


PERIPHERAL NERVES 


Chiodi, V.: The Evolution of the Biological Char- 
acteristics of Malignity in Tumors Arising from 
the Cells of Schwann (Evoluzione dei caratteri 
biologici di malignita nei tumori originati dalla 
cellula di Schwann). Tumori, 1936, 22: 485. 

Chiodi gives a comprehensive autopsy and histo- 
logical report of a metastasizing neurinoma in a 
woman forty-two years old. The only symptoms 
noted were a rapid cachexia and a large abdominal 
tumor. The primary growth was in the right lung, 
and there were metastases in the liver, pancreas, 
and right kidney. 

The tumor was composed of long, delicate re- 
tractile fibers with a faint longitudinal striation and 
a whorled or fan-shaped arrangement. The nuclei 
were polymorphic and occasionally formed palisades. 
The structure was homogeneous; nerve fibers were 
absent, and connective tissue was very scarce. The 
relationship of the tumor to the pleura and the bile 
and pancreatic ducts was peculiar. It crept along 
the visceral pleura without perforating it, and 
formed in longitudinal fibers beneath the ducts of 
the liver and pancreas, while destroying the deeper 
tissues. In other words, it showed a tendency to 
develop in the depths and interstices of tissues, a 
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characteristic which is perhaps attributable to the 
nature and mode of growth of the Schwann cells. 

The exclusively visceral metastases and the ab- 
sence of infiltration of the lymph nodes suggest « 
mode of diffusion intimately connected with the 
nerve trunks, especially the visceral sympathetic 
trunk. The hypothetical route would be through 
the intrapulmonary rami to the thoracic sympa- 
thetic chain, and eventually to the celiac plexus and 
its branches. The thoracolumbar trunk showed no 
macroscopic changes, but it was not examined 
microscopically. 

The tumor described by the author was therefore 
a true neurinoma, histologically and biologically 
malignant, although belonging to the fascicular type. 
Its malignity was presumably not preceded by a 
benign phase and not stimulated by operative pro- 
cedures. 

The author reviews 23 reported cases of malignant 
neurinoma. This list is incomplete, but it includes 
the most important and most fully described cases. 
Geschickter’s cases are excluded because he is un- 
certain as to their classification. Only 4 of the 
reported cases present an exclusively neurinomatous 
structure and complete malignity (metastasis and 
destructive growth): 1 of Pazzogli’s (1930), 2 of 
Denecke’s (1932), and 1 of Fittipaldi’s (1932). The 
author’s case is the second absolutely malignant 
neurinoma of the fascicular type. 

Chiodi gives an introductory discussion of the 
classification, morphology, and histogenesis of neu- 
rinomas and related tumors, and the criteria of 
malignancy. He contrasts the precise and un- 
equivocal conceptions of neurinoma held in Europe 
with the diverse and variously modified interpreta- 
tions and classifications made in America. All of 
them, however, agree on the neurinoma in substance. 

The article is accompanied by a bibliography and 
microphotographs. M. E. Morse, M.D. 
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CHEST WALL AND BREAST 


Pissareva, T. and Deinéka, I.: The Effect of Ojpho- 
rectomy on Inoperable Cancer of the Mam- 
mary Gland (Influence de l’ovariectomie sur le 
cancer inopérable de la glande mammaire). Eks- 
perimental med., 1936, No. 1, p. 58. 


The operation of odphorectomy for inoperable 
cancer of the mammary gland was proposed in 1889 
by Schinzinger for the purpose of bringing about 
atrophy of the tissues of the gland and, therefore, 
retrogression of the tumor. The French and Eng- 
lish literature, particularly, testifies to the success of 
this operation, which is followed by improvement 
in the general condition and decrease in size, or 
even disappearance, of the tumor. In 1905 Lett 
reported improvement in 29.3 per cent of 99 cases 
in which odphorectomy was performed. Loeb, Kori, 
and Murray have shown that the ovarian hormone 
plays a part in stimulating the production of spon- 
taneous cancer in the mammary gland of the white 
mouse, but they did not find that it had any effect 
on an already existing cancer. Such an effect has 
not yet been ascertained and further study must be 
made. 

Prof. Melnikov of the Radio-Oncological Institute 
of the Ukraine has been performing odphorectomy 
on patients in a desperate condition with the fourth 
stage of mammary cancer since 1932. He has per- 
formed 39 of these operations. The author dis- 
cusses 31 cases operated on from 1934 to 1935. In 
24 the women were still menstruating and in this 
group the largest proportion of success was obtained. 
On 3 women more than fifty years of age the opera- 
tion had practically no effect. These results agree 
with those of Lett and Michel. 

In all the cases the patients presented numerous 
metastases in the axillary and subclavicular glands, 
and often in the cervical glands. In 7 cases there 
were metastases in the skin; in 9, in the lung; in 
9, in the bones; and in 9, in the opposite mam- 
mary gland. In 17 cases the odphorectomy was 
performed on account of an inoperable recurrence 
following soon after the first operation, which pro- 
gressed rapidly and seriously aggravated the prog- 
nosis. The cancer in 1 of these cases became oper- 
able. Of 13 cases treated by odphorectomy for 
inoperable cancer of the mammary gland 5 became 
operable within from ten to forty-five days after the 
odphorectomy and amputation was performed later. 
In 1 case odphorectomy was performed on account 
of metastasis in the other mammary gland. 

In 6 cases histological examination showed 
ovarian metastases which had not become manifest 
clinically and were found only on gynecological 
examination. An observation period of from two 
to seven months showed that the oéphorectomy did 
not have any effect on the metastases in the lym- 


phatic glands, the skin, the bones, or the viscera. 
However, the metastases in the lymphatic glands, 
the skin, and the bones yielded to radiotherapy, and 
for this reason they are not a contra-indication to 
odphorectomy. Metastases in the viscera (the lungs 
in this case) are not affected by oéphorectomy and 
are not accessible to radio-therapy. 

Subjective improvement in the form of a decrease 
or disappearance of the pain, an increase in strength, 
and an improved general condition of the patient 
was seen in 25 cases. In 22, it persisted throughout 
the period of observation. Objective improvement 
in the form of decreased size of the tumor (complete 
disappearance in 1 case), increased mobility, and 
decreased fetid discharge and edema of the arm was 
seen in 22 cases. It persisted in 17 throughout the 
period of observation. Three patients died a few 
months after the odphorectomy, 2 of the cancer, 
and a third of gas phlegmon which had developed 
after excision of the tumor. 

Two advantages of odphorectomy in these cases 
were the possibility of changing an inoperable cancer 
into an operable one, and of removing metastatic 
foci with the ovaries. 

This operation does not save the life of the patient 
but, combined with radiotherapy, it is a last resort 
for relieving the suffering and prolonging life, often 
for several years. AuprEY Goss Morean, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Cutler, E. C., and Gross, R. E.: Non-Tuberculous 
Abscess of the Lung. J. Thoracic Surg., 1936, 6: 
125. 

To prevent the development of pulmonary ab- 
scess after surgical operations it is necessary to 
recognize the various factors which may be im- 
portant in causing the condition. In order to reduce 
the hazard of pulmonary infarction by embolism 
operative manipulation must be gentle and mass 
ligatures avoided. Adequate oral hygiene should be 
instituted before the operation, whether it is to be 
done under novocain or general anesthesia, in order 
that the danger of infecting the bronchial tree will 
be reduced to the minimum. In the presence of 
postoperative bronchopneumonia, secondary in- 
fection of the lung tissue should be guarded against 
by proper cleansing of the teeth, gums, and pharynx. 
To prevent the development of abscess in patients 
who have not been subjected to surgical procedures, 
special attention should be directed toward the 
prevention of superimposed invasion by the an- 
aerobic ‘‘mouth organisms” in all cases of pul- 
monary disease. 

In all cases of pulmonary abscess medical treat- 
ment with postural drainage and supportive meas- 
ures should be continued for a period of at least six 
weeks. If progress in the draining and healing of 
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the cavity is not evident during that time, operative 
drainage should be instituted. In a follow up of 39 
patients after medical treatment it was found that 
68 had satisfactory results and 29 per cent had died. 
The use of arsphenamine or neo-arsphenamine 
appeared to be of little value in cases in which 
spirochetes were present in the sputum. 

The use of artificial pneumothorax for collapsing 
a pulmonary abscess should be discouraged as it 
often has little curative value and it is dangerous 
because it may induce empyema or pyopneumo- 
thorax. 

Of 47 cases of abscess treated surgically, satis- 
factory results were obtained in 47 per cent and 
death resulted in 45 per cent. If the cases with a 
complicating empyema or pyopneumothorax are 
excluded, the mortality was 33 per cent. 

Of 33 cases in which attempts were made to drain 
the abscess surgically, it was possible to perform a 
1-stage operation in 26. In the remaining 7 cases, 
the pleural surfaces were not adherent and a 2-stage 
operation was necessary. 

Thoracoplasty has little place in the treatment of 
pulmonary abscess unless this procedure is to be 
combined with cautery pneumonectomy. 

Patients treated for pulmonary abscess must be 
followed for several years before they can be assured 
that complete cure has been effected. During this 
interval they should be held to a hygienic régime 
similar to that prescribed for patients with pul- 
monary tuberculosis. J. DanteL Witiems, M.D. 


King, J. C., and Harris, L. C., Jr.: Congenital Lung 
Cyst. J. Am. M. Ass., 1937, 108: 274. 


The authors define a congenital cyst of the lung 
as an intrapulmonary sac of fluid, the wall of which 
is composed of -bronchial tissue and the fluid con- 
tent, of products of the bronchial epithelium. Only 
108 cases were collected from the literature up to 
1925. All of the patients succumbed. In the past ten 
years 152 such cases have been reported. The 
authors report a new one which was diagnosed with 
the aid of roentgenology. A follow-up report of a 
case reported by Croswell and King is given also. 

The new case was that of a colored child, eight 
months of age, whose life up to the age of eight 
months was normal. She then developed a nasal 
discharge and a cough. Mucoid material was 
coughed up. Bilateral otitis media developed and 
the ear drums were punctured. X-ray examination 
of the chest revealed an area of opacity 1 by 114 in. 
in the upper part of the lower lobe of the right lung. 
Evidence of consolidation of the right side of the 
chest appeared. A bilateral mastoidectomy was 
done. One month after the first roentgen examina- 
tion of the chest a second examination revealed a 
multilocular air sac replacing the area of previous 
cloudiness and also involving lung tissue of the 
right middle and lower lobes. The diaphragm was 
displaced downward and the heart to the left. There 
was an increase of pressure within the cystic sac 
during inspiration. A diagnosis of congenital lung 
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cyst was made. The child died, but autopsy was 
refused. 

The follow-up report pertains to a white boy in 
whose case a diagnosis of congenital lung cyst was 
made. The cyst was injected with iodized oil and 
spontaneous recovery occurred. Four years later 
he was examined again and a small amount of 
iodized oil was found in the chest, but there was no 
other evidence of the original cyst. 

The authors agree that lung cysts are congenital 
in origin. They are of the opinion that an unknown 
process interferes with the canalization of a bronchial 
anlage at some point proximal to the termination of 
that ramification. This results in the occlusion of 
the radicle, and a portion persists as a mass of cells. 
Canalization begins again distal to the occlusion 
and produces an isolated canalized segment with 
normal mucous membrane. The mucous membrane 
assumes its normal secretory function, thus giving 
rise to a cyst. The cyst may subsequently rupture 
into a bronchus, or it may remain a fluid sac without 
bronchial communication; however, rupture into a 
bronchus is most frequent. When a cyst com- 
municates with a bronchus an expansile balloon 
cyst is formed if there is a formation of a check 
valve. A non-expansile air cyst results from the 
formation of a by-pass valve at the opening in the 
bronchus. If the communication is large and free, 
spontaneous cure occurs. All fluid cysts will stop 
the valve action of the communication with the 
bronchus. 

There is no characteristic symptom or train of 
symptoms of lung cysts. Many such cysts are 
symptom-free. The usual history reveals recurring 
attacks of respiratory infections and, finally, 
dyspnea and cyanosis. The dyspnea is persistent, 
but the cyanosis is intermittent. The diagnosis 
rests on a careful roentgenological examination 
demonstrating single or multiple sharply defined 
intrapulmonary shadows with the density of either 
fluid or air, or both, with a fluid line. 

The prognosis is unfavorable in infants. Of 46 
patients under three years of age whose cases were 
reported, 36 are dead. Seven of the remaining 10 
were cured. Fluid cysts become serious only when 
they become infected. Their treatment is chiefly 
surgical. If they are diagnosed in infancy, surgery 
should be deferred until the patient reaches an age 
when surgery may be more safely undertaken. 
Thoracentesis may serve until more radical measures 
can be applied. It is the opinion of the authors that 
single aspirations are of no value and may be 
harmful. Earv O. Latm™er, M.D. 


Sergent, Kourilsky, Turiaf, and Pauchard: Pri- 
mary Suppurative Cancers of the Lungs (Les 
cancers primitifs suppurés du poumon). Presse 
méd., Par., 1936, No. 92: 1793. 

The authors describe 2 types of primary cancer 
of the lungs which becomes suppurative. One is the 
necrosing cancer, which at first is circumscribed in 
the lung parenchyma. This type is manifested in 
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the roentgenogram by a well-defined round shadow 
in one of the pulmonary fields. The growth becomes 
necrotic because of various factors that are not well 
understood, and the fragments tend to pass into 
the bronchi. When this occurs, secondary infection 
and suppuration are inevitable. After the growth 
becomes necrotic the roentgenogram shows a 
cavity, often with a fluid level. Careful histological 
examination of the sputum may disclose the presence 
of cancer cells. The authors have found that, with 
a suitable technique, cancer cells may be demon- 
strated in the sputum at an early stage. It is in this 
type of cancer that lobectomy is indicated if it can 
be done at a sufficiently early stage before necrosis 
and suppuration have caused much destruction of 
tissue and extension of the lesion. The authors 
report 2 cases, in neither of which lobectomy was 
attempted. In 1 of them the growth was destroyed 
with the cautery. This treatment was followed by 
marked improvement for several months, but re- 
currence developed and death resulted. 

The other type of primary cancer of the lung 
which becomes suppurative is associated with 
bronchial obstruction. The obstruction may be due 
to compression of the bronchus by a growth in the 
adjacent parenchyma or the bronchus may be the 
site of origin of the growth which later invades the 
parenchyma. Histological studies have shown the 
latter condition to be the more frequent. In either 
case infection and suppuration result and extend 
into the parenchyma around the bronchus. In 
some cases the suppuration develops in the interior 
of the lobe invaded by the growth, with the forma- 
tion, in some instances, of multiple small abscesses. 
Sometimes, when a large bronchus is obstructed by 
the cancer there is an atelectasis involving the lobe 
more or less completely, with suppuration in either 
the collapsed portion of the lung or adjacent areas. 
In rare cases the compression of the bronchus results 
in a chronic bronchopneumonia terminating in 
bronchiectasis. In such cases the roentgen findings 
are more difficult to interpret than in cases of the 
first type. The opaque shadow of the cancer mass 
is not clearly defined. It is often situated in the 
region of the hilus and is surrounded by an opacity 
which is more or less diffuse depending upon the 
degree of the associated atelectasis. The stenosis of 
the bronchus can be demonstrated only by examina- 
tion with lipiodol. The abscesses, usually multiple, 
are often not visible. The authors report 3 cases of 
this type. In 2, the cancer originated in the bronchus, 
and in 1 it developed in the parenchyma and com- 
pressed a bronchus secondarily. In all 3 cases there 
was an associated atelectasis. Atice M. MEYERS. 


Monod, R., and Iselin, M.: Indications for Opera- 
tive Intervention in Cases of Acute Purulent 
Pleurisy (Les indications opératoires dans les 
pleurésies purulentes aigués). Ann. méd.-chirurg., 
Par., 1936, 1: 38. 


According to Monod and Iselin the bacterial 
classification of the various types of acute purulent 
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pleurisy is of medical interest from a therapeutic as 
well as a prognostic point of view. All attempts to 
determine the various types of surgical intervention 
and their indications have led to numerous discus- 
sions and confusing conclusions. 

The authors state that the surgical classification 
of purulent pleurisy is based in all cases upon the 
stage of its evolution. Usually it may be separated 
arbitrarily into 3 distinct stages: (1) the diffuse 
stage, (2) the stage of pus accumulation, and (3) 
the stage of cyst formation. 

In the presence of diffuse pleurisy it is best not to 
interfere. It is advisable to follow the progress of 
the pleural effusion by roentgenological examina- 
tion and repeated chest punctures. Early surgical 
intervention is useless and dangerous because the 
sudden evacuation of the pleural effusion may 
cause a decompression resulting in pulmonary 
edema and death. Also, the opening of the pleural 
cavity at this stage may cause pneumothorax with 
displacement of the mediastinum and resulting 
cardiac and circulatory disturbances. 

Usually diffuse pleurisy develops into empyema 
in from four to twenty days, but in some persons 
the pleurisy remains diffuse. In the latter cases 
surgical interference is indicated in the presence 
of pulse irregularities and extrasystoles. It is im- 
portant to remember that in these patients cyanosis 
definitely contra-indicates surgery. 

In performing thoracentesis (pleurotomy) the 
production of surgical pneumothorax may be pre- 
vented by using a small drain. The drain should be 
introduced under local anaesthesia with the aid of a 
special trocar connected to a siphon so that the pus 
can escape, but the air cannot enter into the pleural 
cavity. 

In cases in which the pleural effusion takes a 
favorable course, the patient’s temperature drops, 
his pulse becomes more quiet, his general condition 
improves, but he presents a marked pallor and his 
weight continues to drop. At this stage empyema 
has developed and on aspiration thick pus is ob- 
tained. X-ray examination shows a tendency of 
the effusion shadow to contract. At this stage 
prompt surgical intervention is imperative and the 
author has shown that the pleural cavity may be 
opened with impunity. 

In cases of pleurisy with the formation of a pus 
pocket, the clinical signs are often confusing. The 
localization of the effusion is determined with 
difficulty, the pleura is thickened at a distance from 
the pocket, and the roentgenograms show shadows 
characteristic of pachypleuritis. Usually aspirations 
do not yield any clue, either because of the great 
density of the pus or the failure of the needle to 
strike the pus pocket. 

In the presence of cysts, pleurisy should be treated 
like a pulmonary abscess, with which it has clini- 
cally much in common. Pleurotomized cavities are 
usually obliterated with great difficulty. 

The authors present finally a series of statistical 
data showing that surgical intervention performed 
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at the stage of diffuse pleurisy carries the greatest 
mortality, either because of faulty technique (pro- 
duction of a pneumothorax) or extension of the 
original lesion. Surgical intervention in the empyema 
stage usually yields the best results, and has a very 
low mortality rate. Ricwarp E. Somma, M.D. 


HEART AND PERICARDIUM 


O’Shaughnessy, L.: The Surgical Treatment of 
Cardiac Ischemia. Lancet, 1937, 232: 185. 


The author has previously demonstrated that 
greyhounds with omental grafts to the pericardium 
following ligation of the descending branch of the 
left coronary artery, chased the electric hare 525 
yards without distress. Retrograde injection experi- 
ments demonstrated the existence of vascular con- 
nections between the omental graft and the heart 
of the animal. 

The indications for cardio-omentopexy are not 
yet rigidly defined. The author demands unequivo- 
cal evidence of cardiac ischemia. Also, he must be 
satisfied that the immediate risks of such a procedure 
are less than those the patient must run if the disease 
pursued its natural course. 

A general anesthetic under positive pressure is 
used. The chest is entered through an incision along 
the left fifth intercostal space extending from the 
anterior midline to the midmaxillary line. The 
fifth and sixth costal cartilages are divided near the 
sternum and the ribs are spread by means of a 
mechanical retractor. This exposes the pericardium. 
The left phrenic nerve is located and crushed. The 
intrapulmonary pressure is then reduced and the 
table is tilted to the right, exposing the left leaf of 
the diaphragm. Two stay sutures are placed in the 
diaphragm and the abdomen is opened. A suitable 
piece of omentum is secured and brought up into 
the chest. The diaphragm is then sutured about the 
omental pedicle, and the table is brought back to 
its original position. The pericardium is incised and 
the omental graft sutured to the surface of the heart 
and to the edges of the pericardium. Sutures of fine 
linen thread are used. The chest wound is then 
closed, and returned to its normal condition. 

The author reports on 6 patients who received 
this operative treatment. There were no immediate 
operative deaths. One patient died within a week 
from a bleeding duodenal ulcer. Another died three 
months later from uremia. The 4 other patients 
are living and present definite improvement in their 
condition. One patient is living five months after 
the operation. Ear O. Latimer, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Lyall, A.: Chronic Peptic Ulcer of the Esophagus: 
A Report of 8 Cases. Brit. J. Surg., 1937, 24: 534- 


Eight cases of chronic simple ulceration of the 
esophagus were found in 1,500 autopsies made at 
the Glasgow Royal Infirmary during the past four 
years. All cases of acute ulceration or ante-mortem 


INTERNATIONAL ABSTRACT OF SURGERY 


digestion were excluded. The chronicity in these 8 
cases was shown by a fibrous induration which ex- 
tended outward from the ulcer, and by an endarter- 
itis of the blood vessels. All of the patients had 
been over fifty years of age, the average age being 
sixty-three and five-tenths years. The ulcers had 
been unsuspected during life and some had probably 
been present for years so that the true age-incidence 
was lower than the post-mortem figure. Five of the 
patients were male and 3 female. In 4 of the 
patients ulceration was also present in the stomach 
or duodenum, the patients apparently having had 
the so-called ulcer “‘diathesis.”” Two of the patients 
had had no dyspeptic symptoms. In the other 6 the 
symptoms had been present for a variable time, 
probably for years. In 2 of these latter 6, the symp- 
toms had most likely been due to a concomitant 
duodenal ulceration. In 3 of the patients the severe 
dyspeptic symptoms had undoubtedly been due to 
the esophageal ulceration. It was worth noting that 
in all of the cases the symptoms had been referred to 
the stomach and duodenum, not only by the patient 
but also by the physician, and that the esophagus 
had been suspected as the cause of the symptoms in 
only 1 of them, at a late stage when fibrous stricture 
was taking place. In 4 of the 8 cases hematemesis 
had been present but it was marked in only 2. In 
5, the esophageal ylceration had been considered at 
least an important factor in causing death. In 2 
cases the immediate cause of death was lobar pneu- 
monia, but in both the ulcer was undoubtedly an 
exciting factor; in the 1, death followed a very 
advanced inanition which had been produced in the 
patient, and in the other it followed hematemesis 
from the ulcer. In 1 case the immediate cause of 
death was empyema and mediastinitis which had 
spread from the base of the ulcer. In another case 
death was the result of recurrent bleeding from the 
ulcer, and in the last case death was due to erosion 
of the thoracic aorta by the ulcerative process. In 
all of the cases the ulcer was situated at the lower 
end of the esophagus and in many of them its lower 
edge was sharply limited by the cardiac sphincter. 

There appear to be 2 different types of ulcer in 
this region. In the first type, the ulcer is fairly 


- superficial. It may remain shallow or it may become 


deeper at one place, becoming, as it were, an ulcer 
within an ulcer. In 1 case it caused mediastinitis 
and empyema, and in another it eroded the aorta. 
This type of ulcer involves the esophagus immediate- 
ly above the cardiac sphincter. The lower edge is 
clean cut and unhealing in most cases, whereas the 
upper edge is indefinite, often circinate, and fades off 
to the intact mucous membrane. 

In the second type the ulcer is localized, deep, and 
penetrating, and has the typical appearance of a 
very chronic gastric or duodenal ulcer. The 2 types 
of ulcer are so different in their appearance that 
Lyall has been “tempted” to look for 2 different 
causes. The superficial type is believed to be sec- 
ondary to digestion caused by hyperchlorhydria 
because the upper edge, farthest away from the 
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gastric juice, shows more healing than the lower edge 
which is in close proximity to the gastric secretions. 
The lower edge, however, is usually sharp and 
clean-cut, showing little healing as compared to the 
upper part. 

The second type of ulcer may arise from hetero- 
topic gastric mucosa found beside the ulcer. When 
these heterotopic patches are small and the amount 
of acid secreted correspondingly meager, the acid 
will be diluted rapidly by the saliva and cause no 
harm. However, if these heterotopic patches are 
more extensive and there is some degree of spasm 
in the cardiac sphincter, the accumulation of this 
acid secretion in the lower part of the esophagus will 
set up first an irritative, and later an ulcerative, 
condition. These lesions are therefore similar to the 
ulceration found in Meckel’s diverticuli which occa- 
sionally contain heterotopic gastric mucosa. 

SAMUEL J. Focretson, M.D. 


MISCELLANEOUS 


Killian, H.: New Contributions to the Question of 
the Indications for the Method Called ‘‘Dif- 
ferential Pressure’ in Thoracic Surgery (Nou- 
velles contributions 4 la question des indications 
de la méthode dite “depression differérentielle’’ 
dans la chirurgie thoracique). Anes. et anal., 
1936, 2: 

Many surgeons have reported successful opera- 
tions in the thoracic cavity without the use of posi- 
tive pressure. Many operate routinely without it 
although most of them use anesthetic apparatus 
fitted with bags and valves which are partial aids in 
the prevention of collapse of the lung. Sauerbruch 
performed successful thoracic surgery first by the use 
of a negative pressure chamber and later by the use 
of positive pressure to inflate the lung. Positive 
pressure acts not only on the pulmonary aeration, 
but also on the pulmonary circulation and the medi- 
astinum. Sauerbruch claimed that the thoracic wall, 
the diaphragm, and the mediastinum constitute a 
functional unit. The author states that the medias- 
tinum may be compared to the oscillating membrane 
of a differential manometer. Changes in its struc- 
ture, thickness, elasticity, and tension will alter its 
motions. On the basis of the findings of recent medi- 
astinographic studies made by Rehn, Polano, and 
Pannewitz, and those of kymographic studies made 
by de Weth Pannewitz, and Schneider, Killian has 
constructed a series of diagrams of the pressure rela- 
tions in the thorax in the normal subject and in the 
presence of various pathological and mechanical 
changes. He presents such diagrams and a descrip- 
tion of the movements of the diaphragm and medi- 
astinum during inspiration and expiration. 

In the normal subject with a closed thorax slight 
movements of the mediastinum may occur but are so 
minimal that they are inconsequential. Mediastinal 
rigidity may be due to inflammatory infiltration or 
the presence of a tumor. In the presence of a patho- 
logical process in the apex of one lung the medias- 


Movements of the mediastinum in a case of thoraco- 
plasty in the presence of a mobile mediastinum. 


tinum is pulled toward the affected side during 
inspiration and returns to its normal position during 
expiration. 

During inspiration in simple unilateral pneumo- 
thorax the mediastinum is concave toward the 
affected side and pushed toward the normal side. 
In bilateral pneumothorax it behaves in general as 
in a healthy subject. In pneumothorax under posi- 
tive pressure it is strongly dislocated toward the 
healthy side and the diminution in the capacity of 
the two lungs may exceed 50 per cent. The lung on 
the affected side is completely collapsed, and the 
lung on the other side partially collapsed, the degree 
of collapse of the latter depending upon the degree 
of mobility of the mediastinum. In addition to the 
reduction of the alveolar capacity caused by the 
collapse alone there is a reduction of this capacity 
due to excessive filling of the pulmonary vessels with 
blood. The same phenomena occur in free open 
pneumothorax unless there is more or less rigidity 
of the mediastinum due to previous pathological 
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changes. In thoracoplasty, there are similar move- 
ments depending upon whether the mediastinum is 
mobile or rigid. 

Killian concludes from his study that, in cases of 
closed thorax, positive pressure anesthesia leads to a 
ballooning of the alveoli, modifications of pressure 
within them, and obstruction to the flow of blood in 
the pulmonary circulation, whereas when the thorax 
is open, such anesthesia helps to hold the medias- 
tinum in the normal position, prevents collapse of 
the lung on the unopened side, prevents more than 
partial collapse on the open side, and allows a free 
flow of biood in the pulmonary circulation. There- 
fore, unless it is possible to demonstrate that the 
mediastinum is rigid before operation, it is advisable 
always to make use of minimal positive pressure for 
operations opening the thoracic cavity. 

Max M. ZINNINGER, M.D. 


Santoro, M.: Diaphragmatic Hernia of the Eso- 
phageal Hiatus (L’ernia diaframmatica dello 
hiatus esofageo). Arch. ital. d. mal. dell’appar. 
digerente, 1936, 5: 455. 

After having reviewed the literature on diaphrag- 
matic hernia of the esophageal hiatus, Santoro 
reports 2 cases which came under his personal obser- 
vation. The first case probably belongs to the 
third group of Akerlund’s classification. In this 
group the hernia occurs in the presence of a normal 
esophagus and the extremity of the esophagus forms 
a part of the contents of the hernial sac. The second 
case belongs to the first group of this classification, 
in which the hernia occurs in the presence of a con- 
genitally shortened esophagus. 

The first case was that of a sixty-five-year-old 
man who came to the clinic with a suspected lesion 
of the esophagus or the stomach. He had com- 
plained for the past few years of dyspepsia, acid 
eructations, and a feeling of tightness in the region 
of the xiphoid process during swallowing. Physical 
and roentgenological examinations of the stomach 
and esophagus failed to reveal any lesions. In 
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examining the patient in the prone position, the 
opaque meal seemed to regurgitate into the esopha- 
gus. An insufficiency of the cardia was suspected, 
but on close fluoroscopic examination in differ- 
ent positions, the presence of a small hernia of 
the stomach projecting through the hiatus was 
discovered. These findings were confirmed by the 
presence of mucosal folds of the stomach above the 
level of the diaphragm and by the presence of 
a pocket containing an opaque substance. This 
pocket was about the size of a pigeon egg. It lay 
above the level of the esophageal lumen and was 
clearly demarcated from it. 

The second case was that of a fifty-six-year-old 
woman who had been suffering for the past few 
years from dyspepsia. She experienced at various 
times attacks of melena, hematemesis, epigastric 
distress, and eructations. She vomited a watery 
mixture and presented anemia. For several years 
she had been treated for a duodenal ulcer without 
obtaining any relief. 

When examined at the clinic, the sounds of the 
cardiac orifice of the stomach were not heard dis- 
tinctly. The superior abdominal quadrants were 
somewhat resistant to palpation. On careful fluoro- 
scopic examination after a fractional opaque meal, 
it was found that the esophagus was much shorter 
than normal. With the patient in the supine posi- 
tion, the bolus, after having traversed the esophag- 
eal hiatus, was seen to leave the antropyloric por- 
tion of the stomach and enter a large supradia- 
phragmatic sac. By means of adequate projections, 
it was found that the major portion of the stomach 
was herniated into the thoracic cavity through the 
esophageal hiatus. 

Differential diagnosis had to be made in this case 
from a large perforating ulcer of the cardia with 
perforation of the diaphragm and an epiphrenic 
diverticulum. 

The acute symptoms in both cases were probably 
due to strangulation of the hernial sac. 

Ricwarp E. Soma, M.D. 


= SC 
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ABDOMINAL WALL AND PERITONEUM 


Caulfield, E.: Bile Peritonitis in Infancy. Am. J. 
Dis. Child., 1936, 52: 1348. 

Bile peritonitis in infancy is an extremely rare 
condition. Two cases are reported in detail. One 
infant apparently recovered completely following 
surgical intervention. The second infant died, and 
on post-mortem examination revealed congenital 
stenosis of the common bile duct with obstruction, 
perforation of the common bile duct with peritoneal 
encapsulation, and generalized bile peritonitis. 
There was a striking similarity in the history of the 
2 cases. Both developed signs of biliary obstruction 
and increased intra-abdominal pressure. 

In children the most common site of rupture is the 
common duct. Non-traumatic rupture in infancy 
and traumatic rupture in older children often re- 
spond to surgical treatment, for even infants can 
tolerate sterile peritonitis for many days. The 
rupture of the common duct may be associated 
with congenital malformation. 

ABRAHAM A. BRAUER, M.D. 


GASTRO-INTESTINAL TRACT 


Paine, J. R.: The Hydrodynamics of the Relief of 
Distention in the Gastro-Intestinal Tract by 
Suction Applied to Inlying Catheters. Arch. 
Surg., 1936, 33: 995. 


Positive and negative pressures transmitted 
through a system of connected vertical rigid tubes, 
partially filled with fluid, are decreased in their 
transmission because of the formation of unequal 
columns of water. 

If a glass tube partially filled with water is bent to 
form loops in all 3 planes of space, the hydrostatic 
pressure at each end of the tube may be altered by 
changing the relative position of the system as a 
whole. 

The nasal-catheter suction-siphonage apparatus 
used at the University Hospital is a water siphon so 
modified as to produce a continuous negative pres- 
sure within an attached duodenal tube. The effec- 
tual negative pressure furnished by the apparatus 
depends on several factors, chief of which are the 
relative position of the bottles with respect to the 
distal end of the duodenal tube, and the relative 
proportions of fluid and gas aspirated at any one 
time. . 

The suction apparatus may be modified to pro- 
duce any range of negative pressure up to 1,000 
c.cm. of water. By the interpolation of a third bot- 
tle the variations in negative pressure due to alter- 
nate aspirations of fluid and gas may be diminished. 
The third bottle may also be used to catch the fluid 
that is aspirated so that it can be returned to the pa- 
tient if desired. 
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Diagram of the nasal catheter suction-siphonage appa- 
ratus used at the University Hospitals. 


The quantities of gas and fluid aspirated can be 
calculated from readings on calibrated scales at- 
tached to the bottles. 

The creation of negative pressure at one end of the 
distended small intestine of anesthetized dogs and 
of a distended human small intestine removed at 
autopsy caused immediate complete decompression 
of that portion of the intestine adjacent to the 
source of negative pressure and partial decompres- 
sion of the remaining portions of the bowel. 

The establishment of negative pressure at one end 
of the small intestine of anesthetized dogs, which in- 
testines were distended partly with air and partly 
with water, produced a series of air traps and a 
graded pressure. 

Decompression of the distended small intestine of 
anesthetized cats by suction applied to a duodenal 
tube was periodic. Better results were obtained 
when the tube was in the duodenum than when it 
was in the stomach. The most important factor 
favoring decompression appeared to be the move- 
ments of the intestines, either peristaltic or other- 
wise. 

The factors which hinder decompression of the 
distended small intestine by suction are: (1) the 
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formation of vertical columns of fluid and air traps, 
(2) kinks in the bowel, and (3) the collapsibility of 
the intestinal wall. 

Decompression of the distended colon by means of 
suction applied to inlying rectal tubes is far less satis- 
factory than decompression of the distended small 
intestine by means of suction applied to inlying 
duodenal tubes. This is due to the more solid na- 
ture of the contents of the large bowel and the tortu- 
ous course of the sigmoid flexure of the colon. 

CHARLES Baron, M.D. 


Taylor, H.: Gastroscopy: Its History, Technique, 
and Clinical Value, with a Report on 60 Cases. 
Brit. J. Surg., 1937, 24: 460. 

This is one of the many articles written about the 
flexible gastroscope. It emphasizes the surgical 
viewpoint and presents some excellent colored pic- 
tures. The author briefly describes the instrument. 
He presents very interesting pictures of Rodger’s 
new device which when used in conjunction with 
the Wolf-Schindler flexible gastroscope permits 
better visualization of the upper posterior wall of 
the stomach. However, the author still uses the 
“sponge tip,’ which has been discarded in this 
country. He describes his technique in detail. 

Taylor describes the endoscopic appearance of 
the stomach in 60 cases. He emphasizes the in- 
dispensability of modern gastroscopy, but contends 
that it is of little use in determining the operability 
of the growth. Rupotr Scurnpter, M.D. 


Schindler, R., Ortmayer, M., and Renshaw, J. F.: 
Chronic Gastritis. J. Am. M. Ass., 1937, 108: 465. 


Recent histological and gastroscopic research have 
shown that chronic inflammation of the stomach is 
very common. Severe conditions are easily recog- 
nized microscopically, but the determination of the 
condition existing in surgically resected specimens 
is difficult. The normal histology of the stomach of 
the healthy adult is not well known. The author 
bases his article on 2,500 gastroscopic examinations. 

About 50 per cent of the cases presented mucosal 
changes similar to those of chronic inflammation of 
other organs. Four forms were found: 

1. Superficial gastritis, in which hyperemic spots 
and purulent secretion were seen. This type either 
heals or develops into atrophic gastritis. 

2. Atrophic gastritis. In this type the mucosa is 
a thin greenish gray. 

3. Hypertrophic gastritis, which is a separate 
clinical entity. The mucous membrane appears to 
be swollen and nodular, often containing hemor- 
rhages and erosions. The condition does not revert 
to normal. Recurrence of symptoms is frequent. 

4. Gastritis after operation on the stomach, in 
which condition all kinds of changes may be com- 
bined. Two hundred and twenty-eight cases were 
surveyed in order to definitely establish the symp- 
toms. Fifty-three cases showing the most charac- 
teristic picture, and not associated with any other 
disease, were selected. However, no definite clinical 
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picture was found; in a few cases a tender zone at 
the left side of the abdomen was present. Neither 
laboratory methods nor roentgenograms made it 
possible to make a diagnosis. 

The treatment of the different forms and the 
possibility of gross hemorrhage or fatal ascending 
cholangitis are discussed. The authors do not con- 
sider chronic gastritis to be the cause of chronic 
gastroduodenal ulcer, but they believe that atrophic 
gastritis may precede gastric carcinoma. ‘The rela- 
tionship between chronic gastritis and blood dis- 
eases, is taken up. Gastritis always threatens to 
occur after gastric surgery. Gastroscopy may show 
us how this danger may be avoided. Examination 
with the flexible gastroscope is safe and easy, caus- 
ing little discomfort and being the only method 
that permits an accurate diagnosis. 


Toland, C. G., and Thompson, H. L.: Acute Perfo- 
ration of Gastrojejunal Ulcer. Ann. Surg., 1936, 
104: 827. 

This article consists of a detailed critical review of 
the literature and a report of 10 new cases. The 
term “gastrojejunal ulcer” is used in this article to 
include all secondary ulcers situated at or adjacent 
to anastomoses between the stomach and the jeju- 
num irrespective of their gastric, marginal, or jejunal 
location. The qualifying term “acute perforation” 
is restricted in this presentation to the use originally 
made of it in this country and means perforation of a 
peptic ulcer into the free peritoneal cavity. 

The active treatment of acute perforation of 
gastrojejunal ulcer is surgical. In neglected cases 
with diffuse peritonitis injudicious surgery may not 
only be harmful, but fatal. There are 2 schools of 
thought on the correct type of treatment. The 
adherents of 1 school maintain that simple suture is 
safest and therefore sufficient for the primary opera- 
tion. It may be followed by medical treatment 
and by radical surgery later, if necessary. The 
members of the second school believe that in selected 
cases different measures are indicated. If the duo- 
denal ulcer is healed and the pylorus patent, the 
gastro-enterostomy may be taken down and normal 
continuity restored. If an active peptic ulcer is 
present, pyloroplasty or gastroduodenostomy in the 
first or second portion of the duodenum, or a Polya 
or Billroth type of gastrectomy should be done. 

In the total of 103 cases, perforation of a gastro- 
jejunal ulcer occurred 9 times as frequently in men 
asin women. Thirty-six per cent of the perforations 
occurred in the fourth decade of life and 49 per cent 
in the third and fifth.. Ninety-two perforations 
occurred after gastrojejunostomy and 11 after a 
pyloric resection. The interval between gastrojejun- 
ostomy and acute perforation varied from five days 
to eighteen years. In 58 per cent perforation oc- 
curred within two years and in 84 per cent within 
five years after the operation. In 11 cases multiple 
perforations occurred at different times. There were 
3 cases in which more than 1 perforation was present 
simultaneously. The site of the perforation was in the 


stomach 3 times, in the anastomosis 19 times, and 
in the jejunum 74 times. Jejunal perforation oc- 
curred in the afferent loop 10 times, opposite the 
anastomosis 19 times, and in the efferent loop 45 
times. 

In 22 cases in which operation was not done, the 
mortality was 90.9 per cent. There were 2 patients 
in this series who recovered but they required sec- 
ondary drainage of an intraperitoneal abscess. Sim- 
ple suture of the perforation was performed in 51 
cases, with g deaths (17.6 per cent). Simple suture 
was combined with other procedures in 12 cases, 
with 1 death. In 63 cases in which a simple suture 
of the perforation was carried out with or without 
further procedures, the total mortality was 15.8 
per cent. Disconnection of the gastrojejunostomy, 
restoring the normal sequential relation of the stom- 
ach and intestine, was done in 4 cases, with no 
deaths. Gastrojejunostomy alone, or combined with 
other procedures, was used in 7 cases, with 2 deaths, 
a mortality of 28.5 per cent. Pyloric resection with 
various types of gastro-intestinal anastomosis was 
done in 17 cases and followed by 1 death, a mortality 
of 5.8 per cent. 

There were 117 cases of acute perforation included 
in this study, but the outcome was not recorded in 3. 
In the remaining 114 cases, 34 deaths occurred, a 
mortality of 29.8 per cent. 

From the results obtained, the authors conclude 
that surgery, and not expectant treatment, is indi- 
cated in acute perforation of a gastrojejunal ulcer. 
Disconnection of the gastrojejunostomy appears to 
be the safest procedure and should be carried out 
when the patency of the pylorus permits. Simple 
suture resulted in a mortality of 17.6 per cent, and 
required more secondary operations than the other 
procedures. Its simplicity, however, makes it ap- 
plicable to the largest number of cases. Gastro- 
jejunostomy resulted in a mortality of 28.5 per cent, 
and in view of the findings, it was not only ineffectual 
but also meddlesome. It is contra-indicated except 
when pyloric obstruction is present. The authors 
believe that the most remarkable finding with 
respect to treatment of acute perforation of gastro- 
jejunal ulcer was the fact that in 17 cases wherein 
pyloric resection was carried out there was only 1 
death, representing a mortality of 5.6 per cent. 

SAMUEL J. FoGELson, M.D. 


Scudder, J., Zwemer, R. L., and Truszkowski, R.: 
Potassium in Acute Intestinal Obstruction. 
Surgery, 1937, 1: 74. 

Acute intestinal obstruction and adrenal insuffi- 
ciency have many features in common. In each, the 
cause of death has been attributed to dehydration, 
electrolyte loss, or to an unknown toxin. In a 
previous series of researches the authors have dem- 
onstrated that the various known symptoms of 
adrenal-cortex insufficiency may be explained in 
terms of a disturbance of the cortico-adrenal-potas- 
sium interrelations. The increase of potassium in 
the blood in certain phases of adrenal insufficiency 
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was found to be of the same order as that associated 
with toxic symptoms in animals subjected to ex- 
perimental chronic potassium poisoning. For these 
reasons it was felt desirable to investigate the var- 
iations in the blood potassium following acute in- 
testinal obstruction. 

Intestinal obstruction was produced in a series of 
8 cats; in 4 the intestines were obstructed with 
jejunal loops of various lengths, while in the remain- 
ing 4 simple obstructions were effected at different 
levels of the alimentary tract. Aseptic technique, 
ether anesthesia, a mid-abdominal incision, and a 
minimal amount of handling of the viscera made it 
possible for the animals to recover with little shock, 
within one hour after the operation. There were no 
complicating wound infections. The blood potas- 
sium was determined by the Truszkowski-Zwemer 
method. The blood density was determined by the 
falling drop method of Barbour and Hamilton. 

In 8 cats it was found that acute intestinal obstruc- 
tion was associated with a rise in the blood potassium 
to levels which had previously been shown to be 
fatal. The potassium content of the obstructed 
loops, the peritoneal fluid, and the vomitus was 
many times that of the blood. The potassium rise 
is attributed to some combination of dehydration, 
tissue breakdown, and action of bacterial toxin, with 
consequent adrenal and renal dysfunction and in- 
adequate potassium elimination. The blood density 
parallels the rise in most instances. It is suggested 
that potassium is the dialyzable toxic factor sought 
in acute intestinal obstruction. 

Joun W. Nuzvum, M.D. 


Friedlaender, G.: Diverticula of the Duodenum. 
Brit. J. Radiol., 1937, 10: 26. 


Diverticula of the duodenum have been recog- 
nized with greater frequency since the time of X-ray 
diagnosis. Radiologists have found them in 1 to 3 
per cent of their cases of gastric disturbances, and 
pathologists in up to 5 per cent of their post-mortem 
examinations. 

The author considers 2 types of diverticula, the 
primary and the secondary. The walls of the pri- 
mary diverticula are usually formed by only some 
of the duodenal layers, but those of the secondary 
diverticula are formed by all of the duodenal layers. 
The primary diverticula correspond roughly to the 
false, and the secondary, to the true, diverticula of 
the old classification. Secondary diverticula are 
confined to the first part of the duodenum, but 
primary diverticula are to be found in any part of 
the duodenum with the exception of the duodenal 
cap. 

Primary diverticula are generally formed by pro- 
trusions of the mucosa and submucosa through a gap 
in the muscularis; their wall is formed by mucosa, 
submucosa, and peritoneum. A number of theories 
have been presented as to their origin. Any one of 
the theories may occasionally be correct, but they 
certainly are not correct in the majority of the cases. 
The author believes that increased pressure from 
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within the intestine may, in the course of time, cause 
a separation of the muscle fibers in areas of congen- 
ital local weakness of the muscular coat of the bowel. 

Of 13 patients with gastric disturbances, observed 
in a series of 1,000, 11 were over, and only 2 under, 
forty-four years of age. The occurrence of diver- 
ticula at or near the inner side of the duodenal ring 
in most of the cases may be explained by the fact 
that the blood vessels joining the duodenum at the 
inner side create weak spots. In addition, the ten- 
sion on the inner side may be less, and therefore the 
muscle fibers may be more readily separated by 
pressure from within. Primary diverticula are found 
most commonly in the second and fourth part of the 
duodenum near the duodenojejunal flexure. A single 
diverticulum was found in 7 cases, 2 diverticula in 
5 cases, and 6 diverticula in 1 case. Most of the 
authors are of the opinion that the clinical signifi- 
cance of primary diverticula is not very great. In 
any case, diverticulitis and peridiverticulitis of the 
duodenum are very rare in comparison with similar 
processes in the colon. 

In most of the cases in the author’s series, all the 
symptoms disappeared completely, or improved con- 
siderably, under dietetic treatment. This fact seems 
to prove that the diverticula were not the cause of 
the symptoms. No operations were done. Second- 
ary diverticula occur almost invariably in the 
beginning of the first portion of the duodenum, the 
duodenal cap; if they are well developed they are 
always a late result of an old duodenal ulcer. The 
walls of secondary diverticula are formed by all of 
the layers of the intestinal wall. It is uncommon to 
see a large amount of food stay in a secondary pouch 
if the stomach has emptied. Secondary diverticula 
nearly always prove the presence of an old-standing 
duodenal ulcer. Therefore, all the symptoms and 
sequel of such an ulcer, as pain, hyperchlorhydria, 
hemorrhages, perforations, and stenosis, may occur. 
Operation will often be the method of choice in 
treating a secondary diverticulum if medical therapy 
has failed. 

The significance of the so-called diverticula of the 
papilla of Vater is not clearly understood. Ana- 
tomical examinations have shown that the mouth of 
the biliary papilla is sometimes situated at the bot- 
tom of a distinct depression; therefore, the shadows 
observed cannot always be regarded as abnormal. 
The filling and emptying of the diverticula, and their 
connection with the duodenum can often be seen 
much better by screening than on the film. Serial 
pictures taken during screen examinations are very 
helpful in fixing the findings. 

Harotp C. Ocusner, M.D. 


Cotti, L.: Anemia Produced by Ankylostoma Duo- 
denale (L’anemia da anchilostoma duodenale). 
Arch. ital. d. mal. dell’appar. digerente, 1936, 5: 442. 


Cotti discusses the gastro-intestinal disturbances 
which have been observed in the clinical picture of 
anemia produced by ankylostoma duodenale. Pa- 
tients who are infected with this worm often present 


a series of vague and ill defined gastro-intestinal dis- 
turbances due to organic changes, which are pro- 
duced almost selectively in the upper portion of the 
small intestine. 

The author had the opportunity to observe a 
great number of cases of hookworm infection in the 
Province of Pavia, where the incidence of this dis- 
ease is the highest in Italy. 

The syndrome in the gastro-intestinal tract is 
often easily confused with that of other disorders 
involving this tract, for instance, duodenal ulcer. 
A differential diagnosis is therefore of utmost im- 
portance. In many cases there are manifestations 
of enteritis, or the patient may complain of dys- 
pepsia. In other cases, a gastro-intestinal attack 
may be followed by an asymptomatic period during 
which the anemia becomes more marked. Usually, 
however, the patients complain of diffuse pain in 
the various abdominal quadrants, especially in the 
periumbilical and epigastric regions. The abdomen 
may be distended, and diarrhea with elimination of 
mucus in the feces may occur. Veritable attacks of 
dysentery with severe colic, tenesmus, and profuse 
diarrhea have also been observed. Associated with 
these attacks may be symptoms typical of duodenal 
ulcer, such as preprandial and postprandial epi- 
gastric distress. The distress is relieved by taking 
food. There is distinct tenderness on pressure over 
the epigastric region. 

Besides the patients presenting ulcerospastic 
symptoms, the author has observed a large number 
of patients presenting atony of the gastro-intestinal 
tract which was readily visualized with the roentgen 
rays. The duodenal cap appears to be dilated and 
the gastric wall is hypotonic. Peristaltic waves are 
infrequent and not sufficiently strong to empty the 
stomach completely. 

To complete the syndrome in these cases, it 
should be remembered that in ankylostoma infec- 
tion patients often have a voracious appetite and 
their sense of taste is frequently altered. 

The author has also studied the chemistry of the 
gastric juice in cases of anemia produced by ankylo- 
stoma duodenale. The acidity and the degree of 
peptic activity of the gastric juice were determined 
in the fasting condition and after stimulation with 
caffeine. In one group of patients hypochylia was 
found. In another group the values obtained were 
normal, whereas in a small third group there was 
evidence of hyperacidity. No relation was found to 
exist between the gastric secretion and the severity 
of the anemia. The abnormal values of the gastric 
juice were rapidly restored to normal in every case 
following the administration of helminthics. 
Ricuarp E. Somma, M.D. 


Sallick, M. A.: Late Results in Acute Perforated 
Peptic Ulcer Treated by Simple Closure. Ann. 
Surg., 1936, 104: 853. 


Seventy-four cases of acute perforated peptic ulcer 
were treated by simple closure and the late results 
are reported in this study. The patients were ad- 
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mitted to the Beekman Street Hospital, New York, 
between 1926 and 1933, inclusive. A postoperative 
period of at least twelve months had elapsed in each 
case considered. Thirty-four of the patients were 
examined recently and of the remaining 32, 13 
answered a questionnaire. A total of 45 patients 
were therefore available for study. 

It is interesting to note that all of the 74 patients 
were males; that 41 of the ulcers were prepyloric, 
26 duodenal, and 7 pyloric. Eighty-six per cent of 
all the patients had a previous ulcer history and 63 
of the 74, presented a clinical picture so typical that 
the diagnosis could readily be established. Of 11 
patients remaining, 3 presented difficult diagnostic 
problems. Two were believed to have coronary 
disease, and the third, an intestinal neoplasm with 
pyloric obstruction. 

The 74 operations were performed by 9 surgeons. 
They made a simple closure, usually with a purse- 
string suture, but in some cases they used a mattress 
or figure-eight suture. As a rule there were 3 suture 
layers and the omental tab was included in the last 
one. The total mortality was 10.8 per cent. 

The results were classified as good, bad, and fair. 
In the cases with good results the patients remained 
symptom-free after a reasonable period of dietetic 
and hygienic care. In the cases with poor results 
the patients reported periodic recurrences regardless 
of whether the symptoms were true ulcer symptoms 
or severe. In the cases with fair results the patients 
reported recurrence of the symptoms, but they were 
mild, inconstant, and not entirely typical of ulcer. 
By these standards 15 of the 32 patients who were 
followed-up and examined, presented poor results; 


6, fair, and 9, good. The symptoms recurred in 23 


of the 32 patients (71.7 per cent). The question- 
naire report on the 13 patients showed 5 poor, 1 fair, 
and 7 good results. Six of these patients (46 per 
cent) had recurrence of the symptoms. In the total 
group of 45 patients, 29 (64 per cent) presented 
further significant gastric symptoms. In addition, 
5 of these 45 patients required some additional 
surgery. 

krom the data presented the conclusion is drawn 
that routine use of simple closure, with its low 
mortality rate and excellent early results, is justified 
in the emergency treatment of acute peptic-ulcer 
perforation. Gastro-enterostomy is rarely indicated 
because of mechanical reasons, no matter how ex- 
tensive the induration nor how great the apparent 
pyloric distortion after plication. Acute perforation 
followed by successful closure affords a permanent 
cure of the ulcer in only a minority of the patients 
because in almost 2 of every 3 cases peptic ulcer will 
recur later with greater or lesser severity. 

SAMUEL J. FoGELson, M.D. 


Muglia, D.: A Rare Case of Sarcoma of the Duo- 
denum (Un raro caso di sarcoma del duodeno). 
Radiol. med., 1936, 23: 951- 

The author reports a case of fibrosarcoma of the 
duodenum in a woman forty-eight years old. The 
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diagnosis was made from roentgenograms and con- 
firmed by exploratory laparotomy and biopsy. 

In the discussion Muglia emphasizes the variety 
of clinical pictures presented by the disease and the 
consequent difficulty of diagnosis. Radiological 
examination gives the most decisive information. 

Roentgenograms and references accompany the 
report. M. E. Morse, M.D. 


Fenster, E.: Ulcerative I[leitis (lleitis ulcerosa). 
Beitr. z. klin. Chir., 1936, 164: 462. 

The author discusses in detail 15 cases of ileitis 
found in the literature and reports 4 cases of his own. 

The clinical signs of this condition are fever, loss 
in weight, and diarrhea, generally with the picture 
of appendicitis. The site of the disease is in the 
terminal portion of the ileum, usually just above the 
ileocecal valve. From this point the disease pro- 
gresses from 20 to 30 cm. toward the mouth. Macro- 
scopically, there appears to be a phlegmonous in- 
flammation of the intestine, while microscopically 
there are ulcerative changes of the mucosa with a 
marked fibrous tissue reaction. The progressive 
narrowing of the bowel leads to subileus, and finally 
to total obstruction. The condition may be differen- 
tiated from ulcerative colitis by the opaque meal 
and the x-rays, which show a definite slowing up of 
movement, while the opaque enema shows a normal 
colon. Nothing definite is known concerning the 
cause. Konjetzny at one time believed it was due 
to the ingestion of radishes, while others believe 
that it is due to changes in the intestinal flora. 
Both sexes are affected about equally. The age of 
the patients is variable, and the duration of the 
disease varies from a few hours to many years. 
Usually, however, in cases that progress rapidly, 
only operation can prevent a fatal outcome. The 
treatment consists in resection of the involved seg- 
ment of the intestine. 

Fenster reports his 4 cases as follows: 

1. A sixty-three-year-old female was sick for 
three days with mild abdominal pain which became 
progressively worse and localized in the right side. 
Operation was performed immediately. It con- 
sisted of resection of 185 cm. of small intestine and 
end-to-end anastomosis. Death occurred on the 
fifth day from apparent cardiac weakness. Autopsy 
was not performed. The specimen of small intestine 
was markedly swollen; it contained fetid, gaseous, 
dark-red stool. The mucosa was hemorrhagic. 

2. A forty-one-year-old farmer was ill for two 
days with a distended abdomen and constipation. 
His temperature was 39.4° and his pulse, 135. The 
condition had been referred as appendicitis, and 
operation was performed immediately. More than 
30 cm. of the small intestine was very red, and 
swollen to triple its normal size. The normal appen- 
dix was removed. Slimy exudate was found in the 
abdomen. The patient was discharged cured. 

3. A seventy-five-year-old farmer’s wife became 
ill on the day before she was admitted to the hos- 
pital. She complained of pains in the entire abdo- 
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men, especially on the right side. Operation was per- 
formed immediately as the condition was believed 
to be appendicitis. The appendix was red and thick- 
ened in its midportion, and was removed. The 
small intestine was very red and felt thickened for 
15 cm. Death occurred after three days. Autopsy 
showed hemorrhagic necrosing ileitis. Miscroscopic 
examination revealed a mucosa which was deeply 
ulcerated and necrotic. The submucosa was widened 
and the musculature was swollen with edema. 

4. A twenty-one-year-old female became ill on 
the day before admittance, with pain in the right 
abdomen. Immediate operation was performed. 
The appendix was found to be only mildly red. The 
distal small intestine was bluish and its wall was 
thickened for 10 cm. Only the appendix was re- 
moved. The patient was discharged in ten days 
as cured. (J. VoLKMANN). WrtttAm C. Beck, M.D. 


Gatta, R.: Argentaffine Cells in the Connective 
Tissue of the Human Appendix (Sulle cellule 
argentaitini nel connettivo dell’appendice nell’uomo). 
Arch. ital d. mal. dell’appar. digerente, 1936, 5: 423. 


Gatta states that there are certain types of cells 
in the intestinal epithelium which have been de- 
scribed a long time ago and named argentafifine 
cells. These cells are characterized by: (1) chrom- 
affinity, (2) argentaffinity, and (3) a characteristic 
diazo reaction. They are especially common in the 
appendix. 

The author has made a series of observations on 
52 human appendices, 4 of which were removed 
during abdominal operations not performed for 
appendicitis. Together with Pessin, he subdivides 
argentafiine cells of the intestine into: (1) glandular 
argentaffine cells, which are found within the epi- 
thelium, and (2) periglandular argentaffine cells, 
which are found in the connective tissue. 

He studied the periglandular cells especially and 
observed that they occur usually near'the bottom 
of the glands and often in immediate contact with 
the epithelial cells. They are generally isolated, 
but sometimes they are found in groups. The cells 
are most commonly found in the tunica propria and 
between the fibers of the muscularis mucosz, but 
never beyond this layer. 

The cells are usually oval in shape with a regular 
contour. The cell body stains black with silver, 
and the cytoplasm contains granules and some- 
times vacuoles. The nucleus is usually masked by 
the overlying protoplasmatic granules. 

It is believed that the function of these cells 
varies according to the function of the tissue in 
which they are found, those in the epithelium having 
a glandular function, and those in the connective 
tissue, a nervous function. Some believe there is a 
relationship between the argentaffine glandular 
cells and the corresponding periglandular cells, and 
the majority believe that the argentaffine cells 
originate in the connective tissue of the epithelial 
submucosa,- whence they migrate actively into the 
epithelium. 


INTERNATIONAL ABSTRACT OF SURGERY 


From his observations the author found that in 
freshly obtained specimens the glandular cells are 
much more numerous than the connective-tissue 
cells. He found also that the number of peri 
glandular argentaffine cells in moderately inflamed 
appendices, was greater than the number in appen- 
dices which were either profoundly altered or al- 
most normal. 

From a series of histological and chemical studies 
he concludes that the glandular argentaffine cells 
are identical with the argentaffine cells found in the 
connective tissue. He believes that the latter are 
derived from the cells occurring in the glands, and 
that they migrate passively during inflammatory 
processes. It has been suggested that they play a 
considerable role in the proliferation of nervous 
fibers. Ricuarp E. Somma, M.D. 


Collins, D. C.: Diverticula of the Vermiform Ap- 
pendix. Ann. Surg., 1936, 104: 1001. 


Collins has reviewed the literature on diverticula 
of the appendix from 1819 to 1934. In examinations 
of 16,044 appendices removed at operation or autop- 
sy, 67 diverticula were found. The average incidence 
of diverticula in the appendices covered by 11 
reports was 0.42 per cent. Of 60 diverticula reported 
in the literature, 55 per cent occurred in the middle 
of the appendix, and 59.9 per cent were single. 
Sixty-three per cent were on the meso-appendiceal 
border, and 36.7 per cent on the free portions of the 
wall. 

Collins has studied 30 appendiceal diverticula 
which were found in 23 (0.77 per cent) of 3,017 
appendices removed surgically and 7 (0.66 per cent) 
of 1,054 appendices examined at autopsy. 

The diverticula were located at the tip and in the 
distal third of the appendix in 59.77 per cent of the 
cases, in the middle third in 29.29 per cent, and in 
the proximal third in 11.12 per cent. 

In 43.29 per cent they were at the meso-appendi- 
ceal border, and in 56.61 per cent elsewhere on the 
free portion. In the author’s opinion this fact indi- 
cates that the majority of appendiceal diverticula 
are of inflammatory origin. 

In 29.97 per cent of the cases the diverticula were 
single. In 60 per cent they were associated with 
acute inflammation, and in 16.6 per cent had per- 
forated. In 3 cases perforation of the diverticulum 
had resulted in pseudomyxoma peritonei. 

The abnormal thickening of the walls of the 
appendices and the stenosis of the lumen which were 
invariably associated with the presence of a diver- 
ticulum are shown by illustrations. In the author’s 
opinion, both of these changes are indications of an 
inflammatory origin of the diverticula. The stenosis 
is probably an important causative factor. Only 2 
of the diverticula reviewed were believed to be of 
congenital origin. 

In conclusion Collins states that appendiceal 
diverticula are of importance because acute inflam- 
mation of an appendix with a diverticulum produces 
atypical signs and symptoms and commonly early 
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rupture which often results in generalized peritonitis 
or pseudomyxoma peritonei. Therefore during the 
course of abdominal exploration the appendix should 
be examined for diverticula, and if a diverticulum is 
found appendectomy should be done. 

Lorne W. CuristIAN, M.D. 


Cattell, R. B.: Improvements in the Treatment of 
Cancer of the Rectum. J. Am. M. Ass., 1936, 107: 
2011. 


Any polyp of the rectum, irrespective of its size or 
benignancy, should be immediately treated by fulgu- 
ration. After this treatment, follow-up examina- 
tions should be made to determine whether the mu- 
cosa remains smooth over the area treated. By this 
means the development of carcinoma of the rectum 
from a polyp may be prevented. Whenever a polyp 
is discovered in the rectum, an examination with the 
barium enema and double contrast enema should be 
made to determine whether polyps are present also 
higher in the colon. 

Careful attention to adequate pre-operative prep- 
aration and decompression of the colon has permit- 
ted a 1-stage operation to be performed in many 
cases of cancer of the rectum in which, otherwise, a 
2 stage resection would have been necessary. 

The greatest progress in the treatment of cancer 
of the rectum in recent years has probably been 
made in the selection of the type of operative proce- 
dure for the individual patient and in the perform- 
ance of the operation chosen. As patients with car- 
cinoma of the rectum are frequently poor operative 
risks, the operative mortality may be high if a radical 
abdominoperineal operation in 1 stage is carried out 
routinely.. It must be admitted, however, that 
abdominoperineal resection in 1 stage would be 
the ideal operation for every cancer of the rectum 
from the standpoint of the greatest possible number 
of cures. 

The most enthusiastic proponent of the 1-stage 
abdominoperineal resection is aware that there are a 
considerable number of cases in which the operation 
is not applicable. Patients with a lesion which is of 
borderline operability because of local extension, in- 
flammation, and possibly abscess should be operated 
upon by one of the 2-stage types of operation. 
Moreover, most patients fifty-five years of age and 
older withstand a 2-stage operation better than a 1- 
stage operation. 

There is also a group of patients who, because of 
cardiovascular disease, obesity, advanced years, or 
general debility, are unable to withstand a radical 
abdominoperineal resection performed in either 1 or 
2 stages. In the cases of such patients a more local 
type of resection should be done, particularly if the 
lesion is located in the lower segment of the rectum. 
Such an operation, first described for the excision 
of carcinoma of the rectum by Kraske and later 
modified by a number of surgeons, is of great value. 
It must be done in 2 stages, the first stage a double- 
barreled or loop colostomy, and the second a removal 
of the rectum through a perineal incision. 
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Radium and x-ray therapy should be used only in 
inoperable cases. In every operable case, however 
early the stage of the lesion, a radical resection 
should be done. 

The local treatment of early carcinomatous lesions 
by fulguration or cauterization is still in the trial 
stage, and offers little prospect of success. Coagula- 
tion should be limited entirely to inoperable cases. 

The author believes that in cases with early metas- 
tases to the liver resection of the primary growth is 
justified if the general condition is good. In cases 
with local extension of the growth in the pelvis, re- 
section should be done whenever it is technically 
possible. It is in this group particularly that the 2- 
stage abdominoperineal resection is applicable. 

Resection of the presacral nerve during the course 
of operation for carcinoma of the rectum is easily 
done in the unfavorable cases. It is suggested that 
this procedure be carried out routinely in unfavor- 
able cases, even those in which only colostomy is 
justified. 

Definite progress has been made in anesthesia for 
operations for cancer of the rectum. Spinal anes- 
thesia is now employed routinely in all the better 
risks. The use of metycaine and nupercaine, the 
latter in dilute solutions, rather than procaine, per- 
mits a longer period of spinal anesthesia with the 
same degree of safety. Ethylene or cyclopropane 
may be used if necessary for completion of the perineal 
portion of the operation. The operative conditions 
produced by spinal anesthesia permit the surgeon to 
carry out the work under direct vision more expe- 
ditiously and more safely than under general ether 
anesthesia. Patients who are poor risks are advan- 
tageously operated upon under general anesthesia 
induced with cyclopropane and field block of the 
lower abdominal wall. 

Transfusions should be given routinely following 
resection. Pulmonary complications, particularly 
postoperative pneumonia, infarct, and massive pul- 
monary emboli, are still the major causes of death. 
Postoperative urinary infection is very common 
because of the manipulation of the urinary tract and 
sagging of the bladder into the hollow of the sacrum 
with resulting stasis. Therefore in all cases constant 
bladder drainage should be established for from 
seven to ten days following operation. In many 
instances bladder irrigation and occasional pelvic 
lavage by cystoscopy are necessary during convales- 
cence. JosepH K. Narat, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Colp, R., and Doubilet, H.: Differential Analysis of 
Bile Acids in Human Gall-Bladder Bile. Arch. 
Surg., 1936, 33: 913. 

The acids of human bile consist of a mixture of 
cholic, desoxycholic, anthropodeoxycholic, and litho- 
cholic acids, combined mainly with taurine and 
amino-acetic acid (glycine) to form the conjugated 
bile acids. A method for the differential bile-acid 
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analysis of human bile has been reported recently. 
By combining 3 different methods, human bile can 
be analyzed for bile acids combined with taurine and 
with amino-acetic acid, for cholic acid, for desoxy- 
cholic acid, and for free bile acids. 

The bile for analysis was obtained from the gall 
bladder of 45 patients operated upon for chole- 
cystitis and analyzed for bile acids by means of 
these methods. The bile was aspirated from the 
fundus of the gall bladder immediately upon opening 
the peritoneal cavity, and fhe analysis was carried 
out on the fresh bile. Bile was obtained from several 
persons in whom the gall bladder and the liver were 
apparently normal. Analyses were made also of the 
bile from patients with carcinoma of the head of 
the pancreas. 

Two important facts are apparent from a study 
of the figures presented. No reliance can be placed 
on any one method of analysis. In cases of chronic 
cholecystitis the ratio of the cholic acid and the free 
bile-acid content to the total bile-acid content varies 
markedly and consistently as compared with the 
ratio in cases of acute cholecystitis. In a number of 
cases in which the gall bladder was found to be 
normal, analysis of the bile from the gall bladder 
revealed that the bile acids consisted of about 50 
per cent cholic acid and 50 per cent non-cholic bile 
salts, mostly desoxycholic acid. The bile acids were 
conjugated to the extent of about 80 per cent, half 
with taurine and half with amino-acetic acid. In 
cases of chronic cholecystitis, cholic acid formed 
about one-third of the total bile-acid content in the 
bile from the gall bladder. In acute cholecystitis, 
only about one-sixth of the total bile-acid content 
was cholic acid. Free bile acids formed about one- 
third of the total bile-acid content in cases of chronic 
cholecystitis, and one-half, in cases of acute chole- 
cystitis. 

Bile acids are absorbed rapidly by the inflamed 
wall of the gall bladder. In 2 cases in which a 
pathological condition of the liver was present, 
analysis of the gall-bladder bile revealed the pro- 
portions of the various bile acids to be similar to 
those found in the bile in cases of acute cholecystitis. 
Joun W. Nuzvum, M.D. 


Colp, R., and Ginzburg, L.: Mortality in Surgical 
Diseases of the Biliary Tract. Ann. Surg., 1937, 
105: 9. 

The authors studied the cause of death in 130 
autopsies following surgical disease of the biliary 
tract. The patients had died following operations 
and as the result of non-malignant disease too severe 
to permit operation. Many of the deaths repre- 
sented the unavoidable end-result of the economic 
circumstances of any group of patients admitted to 
the wards of a large metropolitan hospital. The 
cases were divided into 3 main groups. 

In the first group the disease process or its com- 
plications were found to be the eventual causes 
of death. Suppurative cholangeitis was found in 
16 cases. This dreaded complication, the result of 
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prolonged incomplete obstruction and low-grade 
infection, ended either in multiple hepatic abscesses 
with or without perforation, portal or hepatic sup- 
purative phlebitis, or general sepsis or cholangeitic 
hepatitis. The post-mortem findings clearly present 
the final result of years of operative delay, due 
either to lay ignorance or medical indifference to the 
excellent results derived from early surgical inter- 
vention. However, the importance of operative 
therapy in obstructive jaundice is fast being recog- 
nized, as shown by the relatively few deaths from 
hemorrhage (only 3). 

The second group of cases were of the “‘interval”’ 
type in which the disease at the time of operation 
was not threatening to life. The fatal outcome could 
be traced either to errors in judgment or technique, 
or to those complications following operation which 
at present seem to be almost unavoidable. Diffuse 
peritonitis due to biliary extravasation, operative 
injury of viscera adjacent to the gall bladder, or 
the exacerbation of a latent cholecystic infection 
accounted for 13 deaths: Operative injuries or 
subsequent traumatic strictures of the extrahepatic 
bile ducts caused 10 deaths. These fatalities, approx- 
imately ro per cent of all occurring in benign cases, 
are a serious reflection upon surgery because they 
are directly attributable to technical mistakes which 
probably could have been avoided by greater opera- 
tive care. Wound dehiscence, an almost unwarranted 
complication, caused death in 3 cases. Hemorrhage 
due to failure to secure the cystic artery or control 
bleeding from the liver bed was not encountered in 
the series. Two deaths were due to uremia, and 7 
others with a clinical picture resembling uremia 
were due to definitely extrarenal anatomical causes. 
Three cases presented a clinical picture resem- 
bling uremia but without definite renal changes 
at post-mortem. These deaths are frequently 
attributed to hepatorenal insufficiency. Pneumonia, 
in spite of all efforts directed toward its prophylaxis 
in recent years, caused 11 deaths, 11 per cent of the 
total. Three deaths were caused by heart failure, 
and 2 by pulmonary embolism. No cases of 
“liver shock”? were observed following cholecystec- 
tomy. 

The third group of cases were operated upon for 
gall-bladder disease in which neither operation nor 
post-mortem findings verified the diagnosis. The 
diseases were found to be subacute yellow atrophy 
of the liver, non-suppurative cholangeitis, and biliary 
cirrhosis. A more careful pre-operative evaluation 
of the symptoms and findings might have prevented 
a number of surgical mortalities. 

Finally, there was another group, consisting of 28 
cases of carcinoma of the biliary tract. Autopsy 
failed to disclose the presence of visible gross metas- 
tases in the majority of the cases with malignant 
lesions involving the papilla and the extrahepatic 
bile ducts. These findings emphasize the fact that 
it is well worth while to attempt the radical extir- 
pation of these malignant lesions. 

Harry W. Fink, M.D. 


SURGERY OF THE ABDOMEN 


Lichtenstein, M. E., and Ivy, A. C.: The Function 
of the ‘‘Valves”’ of Heister. Surgery, 1937, 1: 38. 

On the basis of numerous experimental studies of 
the “valves” of Heister, various opinions of the 
function of these structures have been expressed. 
Some have suggested that they impede the flow of 
bile into the gall bladder, while others have suggested 
that they impede or prevent the flow of bile from the 
gall bladder. Keith has suggested that they prevent 
collapse of the cystic duct by providing support to 
the walls of the duct. They have been regarded as 
baffle plates to secure a slow passage of viscous bile 
from the gall bladder, without opposing the flow of 
thin hepatic bile into the gall bladder. Studies have 
been made also on the pressure required to force 
fluid through the cystic duct in either direction. 
Lohner observed that less pressure was required to 
cause fluid to flow into the gall bladder than out of 
it. Mentzer concluded that the “valves” check the 
rapid passage of fluid into or out of the gall bladder, 
while Johnson and Brown found no real impediment 
to the passage of fluid into or out of the gall bladder 
when the pressures found normally in the gall blad- 
der were used. 

In an attempt to throw further light on the sub- 
ject, the authors performed a series of experiments 
on human gall bladders removed within from twelve 
to twenty-four hours after death with their cystic, 
hepatic, and common ducts attached. The ducts and 
fundus of the gall bladder were then cannulated and 
irrigated with various fluids, and studies of the differ- 
ent pressures were made. It was found that pressure 
variations on either side of the valvular portion of 
the cystic duct were not influenced by the presence 
of the “valves.’’ Accordingly, the authors believe 
that the variations in pressure noted by other ob- 
servers were due in all probability to the presence of 
the bends in the neck of the gall bladder. 

The “valves” of Heister are of interest from the 
embryological standpoint. They appear late in the 
phylogeny of mammals, being found only in pri- 
mates. The human gall bladder is derived from a 
rapidly growing tube lying in a more slowly growing 
mesodermal bed. The difference in the rates of 
growth causes numerous foldings and windings to 
form, in order that the gall bladder may be accom- 
modated in its liver bed of limited space. Early in 
development the cystic artery limits the longitudinal 
growth of the neck and cystic duct. Folds occur 
commonly in the fundus and body of the gall bladder 
and represent the most frequent anomaly of the 
human gall bladder. The “valves” of Heister are an 
embryological formation caused by the winding or 
longitudinal compression of the duct during its de- 
velopment. The variations in the number and size 
of the ‘‘valves” and their absence in the more distal 
portion of the cystic duct are due to the variations 
in the size of the parts that take part in the foldings 
and winding. 

The authors express the opinion that the “valves” 
of Heister are an architectural device, the function 
of which is to prevent distention or collapse of the 
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cystic duct in the presence of changing pressures in 
the gall bladder and common duct. 
Artuur S. W. Tourorr, M.D. 


Thompson, W. P.: Hemolytic Jaundice. J. Am. 
M. Ass., 1936, 107: 1776. 


A study of 45 cases of hemolytic anemia with 
jaundice and splenomegaly which was made in the 
Clinic on Splenopathy of the Vanderbilt Clinic and 
the Presbyterian Hospital, New York, led to the 
following conclusions: 

1. The syndrome of chronic variable acholuric 
jaundice, chronic variable anemia with regenera- 
tion, and moderate to marked splenic enlargement 
indicates the presence of a hemolytic process. 

2. Cases presenting this syndrome may be divided 
into 2 groups: (a) those of typical hemolytic jaundice, 
and (b) those of atypical hemolytic anemia. 

3. The first symptoms in either group may occur 
at any age. Both conditions may occur in any race. 
There is no sex difference in their incidence. 

4. Although a family history of a similar process 
is somewhat more common in the group of typical 
hemolytic jaundice, it may be present or absent in 
either group. The former subdivision of cases into 
congenital and acquired types is no longer valid. 

5. Typical hemolytic jaundice is a definite disease 
entity, the diagnosis of which depends upon the 
finding of spherical microcytes with their attendant 
fragility changes in the peripheral blood. Once the 
active phase of this disease is established it will 
continue, with fluctuations in intensity, until 
splenectomy is performed. The pathological changes 
in the spleen are uniform and characteristic. Sple- 
nectomy results in immediate cessation of the in- 
creased hemolytic activity with prompt return of 
the blood values to normal. These brilliant results 
have been observed in all cases and have persisted 
for as long as sixteen years after splenectomy. 

6. The atypical hemolytic anemias comprise a 
heterogeneous group of disturbances associated 
with increased blood destruction and splenic en- 
largement. In some of the cases the primary dis- 
turbance has been neoplastic, in others infectious, 
in many unknown. For obvious reasons, splenectomy 
is not indicated in this group. 

7. Correct clinical diagnosis before operation is 
essential. Louts SPERLING, M.D. 


Brown, D. N., and Elliott, R. H. E.: The Results of 
Splenectomy in Thrombocytopenic Purpura. 
J. Am. M. Ass., 1936, 107: 1781. 


The authors review the history of thrombocyto- 
penic purpura and the literature on splenectomy in 
the treatment of that condition. They then report 
in detail 21 cases of idiopathic thrombocytopenic 
purpura observed during the last sixteen years. 
Splenectomy was performed in 10 of these cases and 
the patients were followed postoperatively for from 
eleven months to five and one-half years. During 
the same period, 11 patients not treated by splen- 
ectomy were observed for a similar length of time. 
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In 72.6 per cent of the 21 cases the disorder mani- 
fested itself in the fourth decade of life. The ratio 
of female to male patients was 4:1. Of the 7 patients 
who developed the disease in the first decade of life, 
6 were females. At the time of the first examina- 
tion, skin purpura was found in 109 cases and bleed- 
ing from the mucous membrane in 11. In no case 
did the platelet count exceed 45,000. 

On pathological examination of the removed 
spleens nothing unusual was found. After splenec- 
tomy the platelet count rose to 100,000 or more. In 
I case it increased beyond 1,000,000. After the in- 
crease it fell, in 2 cases to less than 100,000. In every 
instance the operation was followed by immediate 
improvement to some degree in the clinical symp- 
toms. In 5 cases all evidence of hemorrhage ceased 
within seventy-two hours, and in at least 2 it ceased 
at once. Five of the patients have been entirely 
asymptomatic since their discharge from the hos- 
pital. However, the platelet level of 1 has remained 
consistently low, and 4 had a mild intermittent pur- 
pura throughout the follow-up period despite a nor- 
mal or even slightly elevated platelet count. The 
discrepancy between the platelet level and the 
bleeding has been commented upon by others. In 
the reviewed cases there was no operative mortality, 
but 1 patient died eight months after the operation 
of cerebral hemorrhage. 

Of the patients treated by splenectomy, 80 per 
cent showed marked improvement and ro per cent 
showed no improvement or died. Of the controls, 
only 27.2 per cent showed improvement and 54.5 
per cent showed no improvement or died. 

The authors conclude that splenectomy is a very 
effective form of therapy in selected cases of throm- 
bocytopenic purpura. RosBert ZOLLINGER, M.D. 


Rousselot, L. M.: The Réle of Congestion (Portal 
Hypertension) in So-Called Banti’s Syndrome. 
J. Am. M. Ass., 1936, 107: 1788. 


The possible factors in the production of Banti’s 
syndrome are discussed and the symptoms and 
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results in 31 cases are reported. In the latter there 
was enlargement of the spleen with anemia of vary- 
ing severity and leukopenia. In many, intestinal 
hemorrhages, and in some, ascites occurred. There 
was no known etiological factor, except possibly in 
3 cases. Among the common symptoms were gradual 
weakness in 16 cases, gradual enlargement of the 
abdomen in 12 cases, and pain in about 42 per cent 
of the cases. In 11 cases the first sign of the condi- 
tion was hematemesis. Cardiac and urinary symp- 
toms were rare. The only consistent laboratory find- 
ings were anemia, leukopenia, and occasionally 
thrombocytopenia. In 15 cases no obstructive 
mechanism was demonstrable either at operation or 
subsequently. Some form of cirrhosis was present 
in 13 cases, thrombosis of the splenic vein in 2, and 
a cavernomatous transformation of the portal vein 
in 1. In the 9 cases with Laennec cirrhosis and 
Banti’s syndrome there was an immediate mortality 
of 22 per cent. Sixty-six per cent of the patients 
were well from two to thirteen years after operation. 
All of the patients with unclassified cirrhosis, schis- 
tosomiasis mansoni, or thrombosis of the splenic 
vein did well. The patient with cavernomatous 
transformation died of massive hematemesis forty- 
eight hours after operation. In the 15 cases in which 
no obstructive factor could be demonstrated the hos- 
pital mortality was 13 per cent and the late mor- 
tality 20 per cent. 

The remaining 10 patients continued in excellent 
health for a period of ten years. However, 1 of them 
had repeated hematemesis during that period. 
Seven of the 11 patients who had esophageal hemor- 
rhages prior to operation died. The author believes 
that surgery is contra-indicated in cases of he- 
matemesis. There was a very favorable response in 
the blood picture after operation, with an average 
leucocytosis of 12,000. In all of the cases of Banti’s 
syndrome portal hypertension was probably present. 
The author believes that splenectomy is contra- 
indicated in the presence of severe liver damage. 

ROBERT ZOLLINGER M.D. 


|| 


GYNECOLOGY 


UTERUS 


Celentano: Perithelioma of the Uterine Cervix 
(Peritelioma del collo dell’utero). Arch. di ostet. € 
ginec., 1936, 43: 

Perithelioma is defined as a tumor arising from 
the adventitia of the vessels; it is a specialized type 
of endothelioma. Except in the early stages, its 
appearance is not very characteristic; it may re- 
semble sarcoma or carcinoma. Indeed, some deny 
that there is a specific tumor which may properly 
be called perithelioma and call such tumors sar- 
comata, while some call them carcinomata. The 
author believes that true peritheliomas exist and 
describes them as follows: 

They originate from adventitia of small vessels. 
As they form in the external wall of the vessels 
and then present degeneration, their appearance is 
similar to that of a sarcoma or a carcinoma. There- 
fore, it may be impossible to find characteristic 
areas unless careful search is made, but they are 
most likely to be found where the tumor borders 
the normal stromal tissue. The association with the 
blood vessels is the most characteristic feature, and 
when this association is not found the proper diag- 
nosis may be missed. The cells may be cubical or 
cylindrical, and contain large nuclei in a granular 
cytoplasm. Each cell is likely to differ from its 
neighbor. Occasionally an alveolar arrangement is 
present. The stroma is a rather abundant connec- 


tive tissue containing but a few vessels. Many 


intercellular fibrils form a veritable rete. The 
stroma and parenchyma are intimately associated, 
much more so than in the case of carcinoma. Silver 
staining demonstrates the presence of collagen and 
precollagen in relatively large quantities. 

Very few cases of perithelioma of the cervix have 
been reported. The author believes that many cases 
are confused with inflammatory lesions of the 
cervix, carcinoma, and sarcoma. 

The author reports a case of a woman thirty-one 
years old, a para-vii. She had had a yellowish 
vaginal discharge, occasionally stained with blood, 
for several years, and a bloody discharge after 
coitus for some months. She experienced a feeling 
of heaviness in the lower abdomen and the pelvis. 
Examination revealed a small vegetative growth on 
the right side of the cervix which bled easily on 
manipulation. The fornices were free, and the 
uterus was slightly enlarged and mobile. A diag- 
nosis of cancer was made. However, the biopsy 
revealed a perithelioma. A radical Wertheim opera- 
tion was performed. The patient made a prompt 
recovery. An examination of the specimen revealed 
a growth with characteristics similar to those de- 
scribed. The growth involved the lower third of the 
cervix, and had penetrated its walls quite deeply. 

Dante G. Morton, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Israel, S. L.: Ovarian Rupture Causing Intraperi- 
toneal Hemorrhage. Am. J. Obst. & Gynec., 1937, 
33: 30. 

Rupture of the graafian follicle is a normal occur- 
rence in the ordinary cycle of ovarian activity. It is 
accompanied by little bleeding because the tenu- 
ously stretched point of perforation (stigma) is rela- 
tively avascular. However, moderate hemorrhage 
may occur when abnormal conditions which cause 
hyperemia of the thecal vessels adjacent to the 
stigma are present. On the other hand, rupture of 
the corpus luteum is an unnatural phenomenon and 
is generally accompanied by bleeding. The pre- 
menstrual hyperemia and capillary hemorrhage give 
rise to a corpus-luteum hematoma which, if suffi- 
ciently tense, may rupture spontaneously through 
the stigma, lacerate the adjacent thecal vessels, and 
cause intraperitoneal hemorrhage. 

The amount of free blood found in the peritoneal 
cavity after ovarian rupture may vary from one-half 
ounce to several liters. The ruptured portion of the 
ovary is usually adherent to the posterior surface of 
the uterus and discharges varied amounts of hemor- 
rhagic material. 

Histologically, the origin of the ovarian hematoma 
may prove to be a graafian follicle, an atretic follicle 
cyst, a maturing corpus luteum, or a corpus-luteum 
cyst. 

A characteristic relationship exists between the 
time of ovarian rupture and the menstrual cycle. 
Follicular rupture occurs at approximately the mid- 
interval, and corpus-luteum rupture during the last 
half, of the cycle. 

The clinical manifestations of ovarian perforation 
may be either sthenic or asthenic, varying with the 
size of the perforation and the degree of hemorrhage. 
The most prominent symptom is abdominal pain of 
sudden onset and variable intensity. The pain is 
more often localized in the right lower abdomen 
because of the more frequent involvement of the 
right ovary. Nausea and vomiting are frequent 
accompaniments of the abdominal pain. 

The advisability of operation depends upon the 
individual case. If appendicitis or ectopic preg- 
nancy can be definitely excluded from the diagnosis, 
non-operative treatment may be applicable in many 
instances of ovarian hemorrhage. 

The patients exhibiting signs of marked hemor- 
rhage require immediate operation. If shock is 
present, supportive measures such as blood trans- 
fusion, intravenous infusion of glucose solution, and 
external heat are necessary. Whenever possible, 
the bleeding ovary should be conserved. The sim- 
plest procedure is to strip the hematoma cavity of 
its lining and approximate its walls with a fine 
catgut suture. Epwarp L. Cornett, M.D. 
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Picaud, A.: Anatomical and Pathogenic Considera- 
tions of Ovarian Hemorrhages (Considérations 
anatomiques et pathogéniques sur les hémorragies 
de l’ovaire). Gynécologie, 1936, 35: 462, 520. 


Intra-abdominal hemorrhage of ovarian origin 
has been discussed so frequently in the literature 
that it is recognized as an important clinical entity 
in gynecology. While clinical and anatomical in- 
vestigations have served to establish the clinical 
picture, the pathogenesis and intimate mechanism 
of these vascular disturbances of the ovary are still 
to be determined. 

This study of ovarian hemorrhage is based on the 
histological examination of 106 ovaries. The author 
distinguishes 6 types of ovarian hemorrhage: intra- 
follicular, intraluteum, interstitial, intracystic, pari- 
etal, and multiple. He found the frequency of the 
types to be as follows: intracystic hemorrhage 
occurred in 51 per cent of his specimens; intraluteum 
hemorrhages in 25 per cent; parietal in 15 per cent; 
intrafollicular in 6 per cent; and interstitial in 4 
per cent. In more than 25 per cent of the specimens, 
interstitial hemorrhage was associated with other 
lesions. Multiple hematomas were present in 20 
per cent of the cases. Hemorrhage had occurred in 
about 25 per cent of the ovaries with tumors. 

Of the 106 ovaries examined by the author, 17 
(15 per cent) had ruptured and caused abdominal 
hemorrhage. The author is of the opinion that this 
incidence is too low, as many of such accidents are 
not recognized because operation is not performed. 
Despite the fact that hemorrhage from follicle cysts 
is reported frequently in the literature, the author 
has found but few instances of this condition. 

There is no organ of the body which normally 
contains more hemorrhagic areas than the ovary. 
This is readily understood because the normal ovary 
undergoes periodic congestion which may readily 
lead to bleeding. To distinguish between the physio- 
logical and pathological congestion and hemorrhage 
is often difficult or impossible. Many of the hemor- 
rhages are of mere academic interest as they produce 
no recognizable clinical symptoms. The more 
extensive may have grave clinical and surgical sig- 
nificance. 

A better understanding of the pathogenesis of 
these hemorrhages has recently been obtained from 
studies of the ovarian function. The authors de- 
scribe 3 kinds of factors which may lead to ovarian 
hemorrhage: general, local, and traumatic. 

As general causes of ovarian bleeding the author 
lists: general infection, intoxication, blood dyscrasia 
associated with endocrine dysfunction, and cardio- 
vascular disease. Local factors which may be re- 
sponsible are: ovarian infection, sclerocystic degen- 
eration of the ovary, endometriosis, and disease of 
adjacent organs (salpingitis, myoma, varicocele, 
retroversion, tuberculosis, tubal pregnancy, appen- 
dicitis). The latter are definitely related to ovarian 
hemorrhage although not always in a cause-and- 
effect relationship. Myoma, for example, may 
cause hyperemia by pressure and thereby produce 
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secondary ovarian bleeding. Rupture of the ovary 
may result from indirect or direct trauma. Indirect 
factors are defecation, vomiting, and curettage. 
Direct factors which are commonly observed are 
coitus, vaginal examination, rectal examination, 
surgical intervention, and accidents. 

Hemorrhages from follicular rupture during 
ovulation and from the corpus luteum (normal and 
cystic) are also discussed. Bleeding of this type is 
observed most commonly from four or five days 
before to four or five days after menstruation de- 
pending on the period of ovulation. Ovulation 
bleeding may merely be an exaggeration of the 
normal bleeding which occurs whenever the ovum 
is extruded, namely, a prolonged oozing from the 
point of rupture, or stigma. Bleeding from the 
corpus luteum (most commonly two days before or 
after menstruation) may result from vascular lesions 
of this body. It may form a large resulting clot, 
or expel the lutein lining, or it may present the 
picture of hemorrhage in a cicatrized corpus luteum. 

Hemorrhages from follicle or corpus-luteum cysts 
(the latter being associated usually with prolonged 
amenorrhea) are due most probably to excessive 
activity of the anterior lobe of the hypophysis. 
Hyperluteinization and hematoma formation in un- 
ruptured follicles are similar to the effects produced 
in animals by the excessive administration of prolan. 

The author does not accept the Ogino-Knaus 
theory of periodic fertility and sterility. Inter- 
menstrual pain is a most unreliable indicator of 
ovulation as the vast majority of women do not 
experience it. When it does occur, the author 
attributes it to abnormal ovulation. 

Animal experiments conducted by the author led 
him to the conclusion that the hormones (almost 
always the excessive production of prolan) cause 
the vascular disturbances in the ovary, such as, 
localized hypertension, vasomotor disorders, and 
diapedesis. The presence of other factors which 
have been mentioned will increase the bleeding 
when hormonal factors are active. 

Harotp C. Mack, M.D. 


EXTERNAL GENITALIA 


Kraas, E.: Conservative Treatment of Intramural 
Ureterovaginal and Vesicovaginal Fistulas 
(Zur konservativen Behandlung der wandstaendigen 
Harnleiter- und der Blasen-Scheidenfisteln). Zéschr. 
f. Urol., 1936, 30: 740. 

The most common cause of ureterovaginal fistula 
is not injury during labor, but ureteral necrosis after 
radical operation for carcinoma of the uterus. The 
author discusses in detail the diagnosis of uretero- 
vaginal fistula, which presents no unusual difficulties. 
The procedure in individual cases is described. If 
it is possible to introduce a uterine sound up into 
the renal pelvis, the condition is an intramural 
ureteral fistula. Its prognosis is much more favor- 
able than that of a total fistula, in which condition 
the urine may be excreted only through the vagina. 
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The author then discusses in detail the character- 
istics which are revealed by the roentgen rays which 
aid in the differentiation between intramural and 
total ureterovaginal fistula. In place of nephrectomy 
in the latter type of case, implantation of the ureter 
into the bladder, or vaginal plastic correction of the 
fistula, may be done only in rare favorable cases. 
On the contrary, in intramural fistulas conservative 
treatment with the ureteral catheter is frequently 
successful. The introduction of the catheter into 
the fistulous ureter is frequently difficult. When it 
has been successfully accomplished the catheter 
must remain at least twenty-four hours. The 
author uses the Pflaum rubber catheter, which may 
be retained without irritation for from three to four 
days. He saw a severe case of intramural uretero- 
vaginal fistula in which the fistula disappeared 
completely after one insertion of a ureteral catheter 
for diagnostic purposes. If the fistula does not close 
after such treatment, the catheter is reintroduced 
after a rest of twenty-four hours. According to 
Wertheim, spontaneous cure of the fistula results in 
50 per cent of the cases. Regular follow-up examina- 
tions will aid in avoiding a stricture at the site of the 
fistula. 

The chief cause of vesicovaginal fistula is severe 
prolonged and artificially terminated labor. The 
author believes that treatment should be conserva- 
tive as these fistulas often heal spontaneously. Fine 
“hair fistulas” can be closed by repeated electro- 
coagulation, even when of long duration. For this 
purpose the author prefers the intravesical route. 
Ottow recommends that the bladder be put at rest 
by an indwelling catheter. This is not absolutely 
necessary. Operation for vesicovaginal fistula 
should be considered only when conservative treat- 
ment has not been successful. 

(JANSSEN). Jacos E. Kiertn, M.D. 


MISCELLANEOUS 


Mazer, C., and Israel, S. L.: The Optimal Dosage 
of Estrogens. J. Am. M. Ass., 1937, 108: 163. 


The authors undertook this study to determine 
the indications for the clinical use of estrogen, its 
respective optimal dosage, and the most effective 
modes of its administration. To determine the rate 
of absorption and excretion of estrogen, 42 hospital 
patients convalescing from various pelvic operations 
which included removal of both ovaries were studied. 
Since the urine content of active estrogen fairly ac- 
curately shows the amount present in the circulating 
blood, and since daily tests for estrogen in the blood 
were obviously impossible, the study was based 
mainly on the entire daily output of urine. Blood 
studies were made intermittently in every instance 
and proved corroborative of the urinary changes, 
with an occasional exception. Oily solutions of es- 
tradiol benzoate (progynon-B), estradiol (progynon- 
DH), theelin (estrone), and theelol (estriol) were 
administered to the castrated women either hypoder- 
mically or orally in doses of from 300 to 50,000 rat 
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units over periods varying from one to ten days. 
The products were tested in the authors’ laboratory 
by the Allen-Doisy method. 

In order to determine the proper interval for the 
hypodermic use of estrogen, a single dose of from 
1,000 to 10,000 rat units was given to 12 surgically 
castrated women and the entire output of urine was 
extracted daily for a period of five days. Discount- 
ing slight individual variations, a single dose of 1,000 
rat units of theelin or estradiol benzoate in oil main- 
tained a normal level of estrogen in the blood, as re- 
flected by the amount excreted in the urine, for a 
period of four days. Larger doses of from 5,000 to 
10,000 rat units produced a temporary hyperestri- 
nemia which invariably reached the normal pre- 
menstrual level on the fourth or fifth day. The rate 
of excretion was proportionate with the dose admin- 
istered and all the demonstrable estrogen was elimi- 
nated by the fifth day, irrespective of the size of the 
dose. This was true also when an adequate quantity 
the substance was administered orally as a single 

ose. 

Even 500 rat units administered hypodermically 
every day produced an abnormally high concentra- 
tion of the estrogen in the blood, which was reflected 
by the amount excreted by the kidneys daily. 

Twenty-one surgically castrated women were 
given estrogen orally in doses of from 200 to 6,000 
rat units daily in the form of an oily solution on but- 
tered bread. The estrogen was readily absorbed 
from the gastro-intestinal tract. The degree of ab- 
sorption, as reflected in the blood and urine varied 
considerably with the product and the amount 
administered. The minimum daily oral dose of 
either theelin or estradiol capable of maintaining a 
premenstrual level in the blood of the castrated 
woman was approximately 500 rat units. The claim 
that estriol is absorbed more readily when admin- 
istered orally was not supported by this study. It 
seemed that theelin, originally intended for hypo- 
dermic use, was more readily absorbed from the 
gastro-intestinal tract than either estriol or estradiol. 

The hypodermic administration of estrogen in the 
human being was only twice as effective as oral ad- 
ministration when judged by the rate of absorption 
and excretion. It varied considerably with the prod- 
uct employed—theelin being most readily absorbed 
from the gastro-intestinal tract and yielding a ratio 
of even less than 1 to 2. These observations clearly 
illustrated the fallacy of broadly interpreting animal 
experimentation to apply to human beings. In the 
rhesus monkey, for instance, the ratio between the 
hypodermic and oral doses of estrogen was 1 to 5. 
However, the ratio of 1 to 2 did not apply to the 
treatment of gonorrheal vulvovaginitis in children, 
in whom an oral dose 5 times the hypodermic was 
required to produce a comparable clinical effect on 
the vaginal mucosa. 

Therapeutically, estrogen may be administered in 
various conditions with the following objectives: 

1. To overcome uterine hypoplasia resulting from 
a natural deficiency of estrogen, as seen in most in- 
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stances of amenorrhea, hypomenorrhea, dysmenor- 
rhea, and occasionally in the dysfunctional sterility 
of regularly menstruating women. In order to avoid 
pituitary’ inhibition from excessive and prolonged 
administration, the daily dose should be computed 
theoretically on the basis of the actual or relative 
deficiency, as indicated by the size of the uterus and 
hormone content of the blood and urine of the 
patient. 

2. To inhibit one or more of several functions of 
the anterior pituitary lobe by inducing a constant 
hyperestrinemia in such conditions as the severe 
menopausal syndrome, the lobular form of abnormal 
breast hyperplasia, premenstrual migraine, pituitary 
hyperthyroidism, and selected cases of diabetes 
mellitus. 

3. To produce a purely local growth effect in the 
vaginal mucosa of children suffering from vulvo- 
vaginitis and of postmenopausal women suffering 
from senile vaginitis. 

4. To evoke a pituitary-ovarian response in cases 
of severe amenorrhea by employing massive doses, 


such as 300,000 rat units over a period of one week. 


Five patients with primary amenorrhea were 
given 10,000 rat units of estradiol benzoate hypo- 
dermically at intervals of four days for periods vary- 
ing from two to eight months. Two of the 5 patients 
menstruated almost cyclically during treatment; 
the remaining 3 failed to respond even temporarily. 

Fifteen patients with secondary amenorrhea were 
given 10,000 rat units of estradiol benzoate hypo- 
dermically at intervals of four days for from two to 
four months. All but 1 menstruated almost cycli- 
cally during the period of treatment. Only 3, or 20 
per cent, of the group continued to menstruate regu- 
larly after withdrawal of treatment, for a follow-up 
period averaging one year. 

Two of 6 women with hypomenorrhea who had 
taken from 225 to 1,200 rat units of estriol daily 
either in the form of theelol or in its combined form, 
emmenin, and 3 of 8 additional patients who had 
received from 5,000 to 10,000 rat units of estradiol 
benzoate parenterally at intervals of four days for 
approximately three months have been menstruat- 
ing normally during a follow-up period averaging 
fifteen months. 

For the relief of primary dysmenorrhea, only 1 of 
16 patients benefited from the daily administration 
of 225 rat units of estriol in a combined form (em- 
menin) for periods averaging four months. Large 
doses, from 5,000 to 10,000 rat units, of estradiol 
benzoate given hypodermically every fourth day 
over a period of from three to four months produced 
no effect in 3 of 13 patients, and afforded complete 
relief during the course of treatments in the remain- 
ing 10 patients. 

Massive doses of estrogen do not seem to have any 
deleterious effects on fertility. Four of the patients 
who had received from 30,000 to 430,000 rat units of 
estradiol benzoate in the course of from one to two 
months for the relief of amenorrhea or hypomenor- 
thea conceived soon after withdrawal of the treat- 
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ment. Two of the 4 were delivered of healthy off- 
spring; the other 2 have not yet reached the end of 
pregnancy. 

In cases with the severe menopausal syndrome, 
the authors’ best results were obtained with the use 
of 10,000 rat units of estradiol benzoate given hypo- 
dermically every fourth day until the major symp- 
toms had subsided. The withdrawal of treatment 
at this time almost invariably resulted in recurrence 
of the symptoms. Treatment was therefore con- 
tinued with gradually reduced doses for a period of 
from four to six months, in order to accustom the 
economy to function on minimal doses or none at 
all. Of 51 patients who received the full course of 
treatment, 20 reported complete relief of symptoms, 
12 experienced a return of some symptoms after 
four or five months, 14 were relieved only during the 
treatment, and the remaining 5 were unrelieved 
even during the administration of the estradio] 
benzoate. The associated diabetes mellitus of 3 pa- 
tients was totally controlled without insulin as long 
as they received 2,000 or more rat units every 
fourth day. When they received smaller doses the 
hyperglycemia and glycosuria reappeared. 

The optimal dose and length of treatment of 
gonorrheal vulvovaginitis is 1,000 or more rat units 
given hypodermically every other day for a period of 
not less than eight weeks. CHARLES Baron, M.D. 


Gomes, M.: The Clinical Problem of Endometriosis 
(O problema clinico da endometriose). Arch. 
gynecol., Porto Alegre, 1936, 3: 1. 


An endometrioma is a tumor containing a prolif- 
eration of endometrial cells; it may also contain 
muscle tissue. It may appear after a varying length 
of time in the scar of laparotomy wounds, especially 
after gynecological operations. As it may undergo 
malignant degeneration, its treatment should con- 
sist in surgical removal. 

The author classifies these tumors according to 
location, as, pelvic, superficial, intestinal, intra- 
uterine and retrocervical. The intra-uterine form 
is the most frequent. Each of these tumors is really 
a miniature ectopic uterus as it shows the menstrual 
changes of the uterine mucosa. There are 3 tenable 
theories as to the origin: the serous, the mucous, and 
the heterotopic. The author describes a tumor con- 
taining bone tissue which supports the last theory. 

As endometriomas may grow from grafts of endo- 
metrial tissue transplanted during operations, the 
author describes a method of preventing their 
development by the disinfection of the wound in 
uterine operations with tincture of iodine. The 
technique of this method is described and illustrated, 
and microphotographs of sections of these tumors 
are presented. It is probable that bits of tissue trans- 
planted during the operation are activated by the 
hormones of the corpus luteum and hypophysis, and 
produce these tumors. 

The possibility of pelvic endometriosis should 
always be kept in mind when treatment has no 
effect on complicated retroflexion, pelvic neuralgia, 
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oophoritis or functional dysmenorrhea. Fistulas 
which manifest themselves during the menstrual 
periods, or tumors in scars that swell and become 
painful during these periods suggest superficial 
endometriosis. Progressive constipation and in- 
complete obstruction of the intestine, particularly 
if preceded by a history of dysmenorrhea with pro- 
gressive increase in the intensity of the pain and the 
number of days of suffering, suggest intestinal endo- 
metriosis. Any metrorrhagia which is not caused 
by a fibroma, hemorrhagic metropathy, abortion, 
cancer, or parenchymatous metritis should suggest 
endometriosis of the body of the uterus. 
AuprEy Goss Morcan, M.D. 


Reiles and Fobe: The Complications of Radium 
Therapy in Gynecology (Les complications de la 
curiethérapie en gynécologie). Rev. franc. de gynéc. 
et d’obst., 1936, 31: 921. 

The use of radium in gynecology may be followed 
by more or less serious complications (vesicovaginal 
and rectovaginal fistulas, cystitis, proctitis, vaginal 
atresia) because of the direct action of the radium 
or because pre-existing inflammation (peritonitis, 
inflammation of the adnexa, thrombophlebitis and 
embolism, septicemia) is stirred up by the irradia- 
tion. The first group are usually due toimproper tech- 
nique—too large dosage or insufficient screening— 
and are comparatively rare. The complications due 
to infection are much more important. The infec- 
tions are due not only to irradiation but partly also 
to the manipulation incident to placing the radium. 
Because of these unfortunate accidents of radium 
therapy, a number of observers have advocated that 


measures be employed to combat the local infection 
and build up the general health before irradiation is 
begun. Such preliminary procedures such as electro- 
coagulation of the growth, local application of 
various dyes or of acetone, administration of auto- 
vaccines, and roentgen irradiation have been sug- 
gested. The mortality of irradiation is quoted; 
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10 authors reported a mortality in cases of uterine 
cancer of from 0.6 to 6.5 per cent. 

The statistics of the irradiation complications at 
the Strasbourg Maternity Hospital are presented. 
There were 100 cases of cervical cancer, 89 of which 
were inoperable; 14 cases of fundal cancer; and 100 
cases of metrorrhagia due to ovarian dysfunction. 
For the cases of cancer the irradiation technique of 
Regaud was followed. For the cases of metrorrhagia 
varying doses of irradiation (all comparatively 
small) were given. 

Of the 100 cases of cervical cancer, 51 were afebrile 
after treatment, and 49 were febrile. The most 
serious complications were as follows: pelvic peri- 
tonitis (6 cases), pelvic peritonitis with bilateral 
phlebitis (1 case), pelvic peritonitis with perforation 
of a pyosalpinx into the rectum (1 case), inflamma- 
tion of the adnexa and parametria (1 case), serious 
hemorrhage due to erosion of a vessel (1 case), 
and pulmonary embolism (1 case). There were 4 
deaths (4 per cent), 2 due to peritonitis, 1 to uremia, 
and 1 to pulmonary embolism. The cases in which 
the patient was febrile because of local infection 
presented a much higher morbidity and mortality 
than those in which the patient was afebrile. 

In the 14 cases of fundal cancer the most notable 
complication was pulmonary embolism. This oc- 
curred 4 times (35.7 per cent), and resulted in 3 
deaths (28.5 per cent). 

Of the 100 cases of metrorrhagia, 87 ran normal 
courses. In 3 per cent treatment was interrupted 
because of fever, and in 2 per cent serious complica- 
tions, such as pelvic peritonitis, phlebitis, and em- 
bolism, occurred. One death was the result of 
embolism. Nine of the patients, including the 1 
who did not survive, gave a history of previous 
pelvic infection. It is unwise to institute irradiation 
treatment in the presence of infection. 

The authors believe that the morbidity and mor- 
tality of irradiation therapy are insufficiently appre- 
ciated. Dantet G. Morton, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Picardi, M.: The Pathogenesis of Premature Sepa- 
ration of the Normally Inserted Placenta, with 
Special Reference to Carbon Disulphide Poi- 
soning (Sulla patogenesi del distacco intempestivo 
della placenta normalmente inserta con speciale 
riguardo alla intossicazione da solfuro di carbonio). 
Ginecologia, Torino, 1936, 2: 1039. 

Among 30,196 deliveries in the Royal Obstetrical 
Hospital in Torino in the years from 1923 to 1934 
there were 104 cases (0.30 per cent) with premature 
separation of the normally inserted placenta. The 
causes were toxemia of pregnancy in 36 cases; short 
umbilical cord in 8; previous endometritis in 6; 
chronic nephritis in 4; polyamnion in 4; twins in 3; 
heart disease in 3; carbon-disulphide poisoning in 3; 
and various other conditions. 

The author states that in no instances was exter- 
nal trauma found to be the cause of the premature 
separation. The separation was the immediate result 
of apparently 1 of 2 things: a mechanical action, the 
violent retraction of the uterus in polyamnion after 
the sudden expuision of the amniotic fluid, or the 
histopathological changes in the blood vessels and 
tissues of the uterus and placenta, as in the case of 
luetic disease (4 cases). 


With reference to the group in which the separa- 
tion was the result of histopathological changes, the 
author calls attention to carbon-disulphide poison- 
ing. His suspicion had been aroused in the case of 
4 patients, 1 (a patient of Gaifami) who had been 
working in a rubber factory, and 3 others (the 
author’s) who were engaged in the production of 
artificial silk. In these industries carbon disulphide 
is used as a solvent and inhaled by the workers. 
None of the 4 revealed any pathology in their history 
or in the course of delivery, but they had been 
exposed to the dangers of the inhalation of carbon 
disulphide. It was possible to show definite histo- 
logical changes in the placental tissues in these 
cases. The fact that similar cases have not been 
found in greater numbers, although women are 
extensively employed in these two industries, is due 
to the improvement in the working conditions. In 
addition, women are not permitted to work during 
the last two months of pregnancy. 

The author confirmed his observations by expos- 
ing pregnant animals to carbon disulphide, the in- 
halation of which promptly led to premature 
delivery. The dissection of the uterus and placenta 
in the animals showed necrotic, degenerative, and 
hemorrhagic lesions similar to those found in the 
placenta of the women who had been exposed to 
carbon disulphide. Hemorrhage, clot formation, 


and separation of the placenta represent only the 
final stage of those anatomical changes. The radio- 
graphic picture of such a placenta after injection of 


contrast material into the arteries is very interesting. 
The separated portion is distinguished by the dis- 
appearance of all the fine branches of the arteries 
(see Fig.). 

In the clinical picture, hemorrhage, pain, and 
shock are the prevailing symptoms. The prognosis 
is more serious than in placenta previa. The fetal 
mortality was 52.8 per cent and the maternal mor- 
tality was 6.7 per cent. The immediate danger is 
decreased in proportion to the delay of the separa- 
tion of the placenta during the period of labor. 
However, death may occur late after delivery, 
because of the underlying severe toxemic condition. 

In the treatment, the prejudices against the ad- 
ministration of pituitrin, ergot, and adrenalin to 
check hemorrhage during labor have been shown to 
be unfounded. These drugs may be tried, at least 
in mild cases. The obstetrical procedure must be 
adapted to the case at hand. Surgical intervention 
is gaining greater favor, especially in the presence 
of so-called uteroplacental apoplexy. In every case 
of separation of the placenta, pituitrin should be 
administered immediately after delivery, even 
intravenously. In this way atonic bleeding is pre- 
vented and, what is most important, postcesarean 
hysterectomy may be avoided. 

HELENE LuBowsk!, M.D 


474 


a. 
mee 


OBSTETRICS 475 


Caffier, P.: The Therapy of Exsanguinated Placenta 
Previa (Zur Therapie bei ausgebluteter Placenta 
praevia). Deutsche med. Wehnschr., 1936, 1: 1051, 

The codperation of the clinic with the practical 
obstetrician is especially important in late preg- 
nancy, and when there is hemorrhage during labor. 
The most important cause of intrapartum hemor- 
rhage is placenta previa. The author reports a case 
in which the advantages of the codperation between 
the practicing physician and the clinic could be 
readily demonstrated. He then describes the 
mechanism of the origin of placenta-previa hemor- 
rhage. 

It is absolutely indispensable to instruct the 
public, and to obtain the coéperation of the physi- 
cians and midwives, with regard to the timely 
hospitalization of patients with placenta-previa 
hemorrhage. It is a false, irresponsible pride that 
would induce an obstetrician to desire to deliver 
such a patient in her home. Surgical delivery is the 
usual treatment in the clinic. The symptomatic 
therapy possible in private practice compels sacri- 
fice of the child. The procedure to be followed is 
either the Braxton-Hix version or intra-ovular 
metreurysis. In lateral and marginal placenta 
previa a symptomatic procedure, artificial rupture 
of the amnion, may suffice under certain conditions. 
However, this procedure should not be adopted for 
these cases in private practice. 

To establish the required definite diagnosis a 
vaginal examination is necessary, which in placenta 
previa presents the risk of violent increase of the 
hemorrhage. In the clinic a vaginal examination is 
resorted to only when all the preparations for 
cesarean section are made. In private practice 
vaginal examination of patients with suspected 
placenta previa must not be done under any cir- 
cumstances. Patients with hemorrhage in the 
second half of pregnancy and during the birth of 
the child should be referred to the clinic for treat- 
ment without exception. Rectal examination offers 
no solution, not because of the danger of infection, 
but because of the danger of bleeding; the latter 
risk is the decisive factor against this procedure. 
Expectant mothers whose confinement is not yet 
due but who are admitted to the clinic on account 
of hemorrhage are not examined, but closely ob- 
served. The examination may provoke a hemor- 
thage which demands an immediate operation. For 
the sake of the child such a step should be avoid- 
ed and the pregnancy should be permitted to pro- 
ceed to term. Only the vaginal speculum should 
be used to separate the vulva and vagina in order 
to inspect the parts and determine the presence of 
a cancer or any other local cause of the hemor- 
rhage. No pressure nor applications of any kind 
are permissible. If a patient with suspected plac- 
enta previa is permitted to return to her home, she 
is given specific precautionary instructions, and her 
blood is grouped before she leaves the clinic. 

As a rule the method of choice for delivery is the 
abdominal transperitoneal cervical cesarean section. 


However, if the patient cannot stand a further loss 
of blood, abdominal extirpation of the unopened 
uterus, according to the Porro method, may be 
imperative. If still alive, the child can positively 
be saved by this method. 

(STEDENTOPF). Marutas J. SeEIFert, M.D. 


LABOR AND ITS COMPLICATIONS 


Brochier, A., and Magnin, P.: The Application of 
Forceps on the After-Coming Head (Les appli- 
cations de forceps sur la téte derniére.) Rev. frang. 
de gynéc et d’obst., 1936, 31: 865. 


Extraction in breech deliveries may present diffi- 
culties when the after-coming head is in 1 of 3 posi- 
tions: (1) above the pelvic inlet, because of bony 
resistance, (2) in the mid-pelvis when the cervix 
encircles the neck, and (3) at the outlet, because of 
soft-tissue dystocia and rigidity of the coccyx. 

Extraction of the after-coming head with forceps 
should be attempted only in the last instance. When 
the head is above the pelvic inlet, forceps applica- 
tion is dangerous to both the mother and baby. 
Attempts at delivery are dangerous also when the 
cervix is incompletely dilated. When breech extrac- 
tion is indicated the cervix should either be dilated 
manually or enlarged by the Duehrssen incision. 

The indications for forceps in the delivery of the 
after-coming head are not fixed. No definite time 
limit can be set for the application of forceps after 
manual manipulation has failed. The authors 
advise almost immediate recourse to forceps, espe- 
cially if fetal distress is evident. 

The authors describe the technique of forceps 
application to the after-coming head: (1) when the 
occiput lies beneath the pubes, (2) when the occiput 
lies in the sacral hollow, and (3) when the sagittal 
suture is transverse or oblique. 

The authors report 11 cases of forceps delivery of 
the after-coming head. One of the infants died 
because of cerebral hemorrhage; while another, with 
blood in the spinal fluid, survived. The authors 
compare these results with those in 9 cases in 
which delivery was effected by manual manipulation 
only. In the latter series 4 immediate and 1 late 
fetal death occurred. Therefore, the conclusion is 
reached that when the head is retarded at the outlet 
the application of forceps is indicated in nearly 
every case. Harotp C. Mack, M.D. 


MISCELLANEOUS 


Maternal Mortality in Boston for the Years 1933, 
1934, and 1935. A Study Conducted by the Ob- 
stetrical Society of Boston and the Boston De- 
partment of Health. New England J. Med., 1937, 
216: 43. 


A study of the maternal deaths in Boston for the 
years 1933, 1934, and 1935 was conducted by the 
Obstetrical Society of Boston and the Boston De- 
partment of Health. This study included the deaths 
of all the patients who were pregnant during the 
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three-year period. In addition to the maternal 
deaths reported by the Boston Department of 
Health, a record of 40 more was obtained by the 
Committee by making a search through the death 
certificates filed at the state house. 

A total of 318 death certificates was studied. Two 
hundred and eighty-four of the cases could be clas- 
sified under the 10 headings relating to diseases of 
pregnancy, child birth, and the puerperal state, 
which are found in the International List of Causes 
of Death. The remaining cdses terminated fatally 
from causes in no way related to pregnancy or par- 
turition, but were included in order that the study 
would be as complete as possible. 

Twenty-one deaths occurred at home, 1 in a doc- 
tor’s office, and the remaining 296 in 30 different 
hospitals. In the private cases 80 physicians signed 
the death certificates. The report does not state 
how many of the deaths occurred in private cases. 
The deaths occurred in the following cases: 

1. Abortion with septic conditions (37 cases). 
These abortions were apparently all criminal or self- 
induced. 

2. Abortion without sepsis (3 cases). One of these 
cases definitely revealed interference with the preg- 
nancy and the other 2 suggested it. 

3. Ectopic gestation with sepsis (5 cases). Delay 
in diagnosis; delay in operation; ill-chosen proce- 
dure and poor judgment, such as appendectomy and 
uterine suspension performed at the time of opera- 
tion for ruptured ectopic pregnancy; and the lack of 
blood transfusion contributed to these deaths. 

4. Ectopic pregnancy without sepsis (7 cases). 
The same factors were present that are enumerated 
under the previous heading. 

5. Placenta previa (9 cases). There were more 
than 9 cases of placenta previa altogether, but this 
condition was the chief cause of death in only 9 of 
them. Three of the patients were delivered by man- 
ual dilatation of the cervix and extraction of the 
fetus as soon as they were seen by the physician. 
Such procedures require no comment. Four deaths 
followed cesarean section, and 1 occurred after 
Braxton-Hicks version, and 1 before delivery could 
be made. Poor judgment and lack of obstetrical 
skill were the factors responsible for these deaths. 

6. Other puerperal hemorrhages (12 cases). Four 
deaths followed normal delivery; 3, forceps delivery; 
4, cesarean section; and 1 followed a bag insertion 
and version. Nine of them occurred after uncontrol- 
lable post-partum hemorrhage, and 2 after accidental 
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hemorrhage. The type of bleeding was not re- 
corded in 1 case. The absence of blood transfusion 
in this group is apparent. 

7. Puerperal septicemia (74 cases). This group 
represents 26 per cent of the deaths, and they oc- 
curred as follows: after normal delivery (20); after 
operative delivery—forceps and version—(22); ce- 
sarean section—classical (16), low (14)—(30); vagi- 
nal cesarean section (1); delivery unrecorded (1). 
Until the strict routine that is observed in well or- 
ganized maternities and by trained obstetricians is 
adopted or enforced generally, infection will con- 
tinue to exact its toll of lives. 

8. Puerperal albuminuria and eclampsia (32 
cases). Only 4 of the patients had good prenatal 
care. Nine died undelivered. One died of post- 
partum eclampsia. Thirteen patients were sent to 
the hospital in coma or had convulsions before en- 
tering the hospital. Lack of adequate care and 
ignorance on the part of the patient were the big 
factors in the toxemic group. Poor management of 
the condition generally was evident. 

g. Other toxemias of pregnancy (19 cases). Eight 
of the patients had had nausea and vomiting; 4, 
chronic nephritis; 5, toxemia of pregnancy; 1, acute 
yellow atrophy; and 1, hypertension of long stand- 
ing. Nine died undelivered, 6 in hospitals where 
therapeutic abortions are not allowed. Death will 
continue to occur in cases of this kind until the 
treatment of toxemias is improved and as long as 
some hospitals forbid therapeutic abortion. 

10. Phlegmasia alba dolens, embolism and other 
conditions (44 cases). Thirty deaths followed some 
form of operation; 9 occurred after normal delivery. 
One was due to air embolism during the intravenous 
administration of glucose, and 4 were due to anaphy- 
lactic shock, apparently following blood transfusion. 
There were 78 deaths following cesarean section. 
These were classified according to type, indications, 
and the cause of death. Forty per cent of the deaths 
in this group were due to sepsis and sixteen and one- 
half per cent were due to embolism. 

Thirty-four deaths of the 318 were not due to 
the pregnancy, but were included in the series be- 
cause the women were pregnant. 

This study embraces 47,892 births including 1,336 
still-births. The official death rate per 1,000 was 
given as 5.6 per cent, while the Committee found the 
rate to be 6.4 per cent. This difference is due to the 
additional deaths included by the Committee. 

CuestTER C. Donerty, M.D. 


GENITO-URINARY SURGERY 


BLADDER, URETHRA, AND PENIS 


Dart, R. O.: The Grading of Epithelial Tumors of 
the Urinary Bladder. A Study of the Cell Types 
and the Methods of Grading of the Cases in 
the Carcinoma Registry of the American Uro- 
logical Association. J. Urol., 1936, 36: 651. 


The grading of 1,224 carcinomas of the urinary 
bladder in the Carcinoma Registry of the American 
Urological Association is as follows: 

Grade 1. Papillary carcinoma: All papillary tu- 
mors in which there is no clinical evidence of infiltra- 
tion, and no obvious infiltration of the pedicle or 
bladder wall can be demonstrated on histopatho- 
logical examination. Most of the cells are typical in 
appearance and arrangement. 

Grade 2. (a) Papillary and infiltrating carcinoma: 
Obviously infiltrating papillary tumors and carci- 
nomas ‘p which the papillary structure is recogniz- 
able but nost of the cells are atypical in appearance 
and arrangement. (b) Infiltrating carcinoma: Non- 
papillary squamous-cell carcinomas in which the 
cells are fairly uniform in size and type or have a 
tendency to form keratohyalin and epithelial pearls. 

Grade 3. Non-papillary infiltrating carcinomas: 
Very anaplastic infiltrating carcinomas. Practically 
all of the cells are atypical in appearance. There is 
very slight or no differentiation. 

Although definite judgment concerning the 
efficiency of grading of bladder tumors will be im- 
possible until more persons with such tumors have 
been followed for a longer period of time, the author 
draws the following conclusions: 

1. It is impracticable to attempt the segregation 
of bladder tumors into definite groups corresponding 
to their cell types. For all practical purposes, epi- 
thelial tumors of the bladder may be classified as: 
(a) papillary, (b) papillary and infiltrating, and (c) 
infiltrating. 

2. Carcinomas of the bladder cannot be graded 
on the basis of cell differentiation alone. The mor- 
tality of the more differentiated types, such as 
acanthomas, is practically the same as that of the 
less differentiated squamous-cell tumors. 

3. The most practical method of grading is based 
on a combination of physical findings and the find- 
ings of histopathological examination. 

Dart proposes a simplified method of grading. 

Hess, M.D. 


Simpson-Smith, A.: Traumatic Rupture of the 
Urethra: Eight Personal Cases, with a Review 
of 381 Recorded Ruptures. Brit. J. Surg., 1936, 
24° 309. 

While the occurrence of traumatic rupture of the 
urethra may be only 4 cases per 1,400 admissions to 
hospital, and while the average surgeon may not see 
more than a single example of such an injury in his 


lifetime, familiarity with the management of this 
condition is desirable for avoidance of the many 
very troubling complications which follow unwise 
treatment of the condition. The author reports the 
following 8 cases: 

Case 1. While standing on a box, a man seventy 
years of age fell with his legs astride the edge of the 
box. Immediately after the accident he experienced 
sharp perineal pain and fainted. He was admitted 
to the hospital half an hour later. Examination 
revealed extensive bruising of the perineum and 
groins, local tenderness under the pubic arch, and 
blood dripping from the urethra. The patient had an 
intense desire to void, but was unable to pass any 
urine. Immediate suprapubic cystostomy was done 
with the passage of a rubber catheter down from the 
bladder to the rupture in the bulb and, after gentle 
rotation, down to the penile meatus. The catheter 
was left in place for twenty-eight days. On its 
removal the patient was able to urinate normally 
and a No. 26 F. sound could be passed easily. Three 
days later an abscess in the suprapubic scar necessi- 
tated re-opening of the latter, but the wound healed 
again in twenty days. The patient was discharged 
from the hospital three months after his admission. 
When he was re-examined two and a half years 
after the injury he had a good stream on voiding. 
Catheterization or the use of sounds had not been 
necessary. The urethrogram showed slight deform- 
ity at the site of the injury but no stricture. 

Case 2. The patient was a man twenty-five years 
of age who fell heavily, striking his perineum 
against a table. He lay in great pain for about twen- 
ty minutes, but was then able to walk alone to the 
hospital. On examination, he had intense perineal 
pain, and a lump on the right side of the bulbous 
urethra but no ecchymosis was discovered. At im- 
mediate operation a catheter was passed into the 
bladder. A slight hitch in its passage occurred at 
the bulb. Suprapubic cystostomy was done, and 
an indwelling catheter with several perforations 
for drainage was passed to just below the internal 
sphincter. After the operation the urethra was 
irrigated daily. The catheter was removed at the 
end of eight weeks. The patient then had a small 
soft stricture. This was dilated once a month for 
eighteen months. Two and a half years after the 
injury the urinary stream was good. The urethro- 
gram showed a good wide channel with some irregu- 
larity but no stricture in the bulb. 

Case 3. A boy five years of age was knocked down 
by a car, the wheel of which passed over his pelvis. 
On his admission to the hospital half an hour later 
he was in shock and in great pain. The lower part 
of the abdomen was intensely bruised, swollen, rigid, 
and very tender. There was a large gap between the 
two halves of the symphysis pubis, and blood oozed 
from the meatus, but there was no perineal hema- 
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Case 3. Showing the catheters being pulled up through 
the gap between the two halves of the fractured symphy- 
sis pubis. 


toma. Immediate operation disclosed large blood 
clots in the abdominal wall. As rapid examination 
revealed no injury of the abdominal contents, the 
peritoneal cavity was closed. The bladder was dis- 
tended, and there was a gap of 3 in. between the 
right and left parts of the symphysis. After evacua- 
tion of the bladder a catheter was passed in a retro- 
grade direction and another catheter passed up from 
the meatus to the rent in the urethra. The ends of 
the catheters were then caught and tied together so 
that the tubes might be used as a cord to pull an 
inlying catheter from the bladder into the torn ure- 
thra. The inlying catheter was left in position until 
the sixth week. Urethroscopy after seventeen 
months showed a well-defined circular stricture in 
the membranous portion, but a No. 6 Eng. sound, 
the largest the penis would allow, slipped into the 
bladder without difficulty. When re-examined four 
years after the injury the patient was perfectly well 
and experienced no pain or difficulty on urination. 
The stream was strong, and the urine clear. 

Case 4. A man forty-seven years of age sustained 
a severe blow on the pubis and penis while unloading 
logs from a ship to a barge. He experienced severe 
pain in the tip of the glans and less severe pain in the 
pelvis. He was unable to arise, and was brought to 
the hospital twenty minutes after the accident. On 
examination, he was in extreme shock and was 
bleeding from the penis; he had intense pain in the 
lower part of the abdomen, which was rigid, and in 
both legs. There was a large hematoma of the per- 
ineum and scrotum. X-ray examination showed 
fractures of both sides of the pelvis and a fracture- 
dislocation of the sacro-iliac joint. A sub-umbilical 
incision revealed a large amount of blood clot and 
distention of the bladder. A fragment of bone was 
projecting into the bladder and was causing severe 
hemorrhage from the vesical venous plexus. After 
the bleeding points had been controlled the incised 
viscus was found to contain blood. Catheters were 
passed rapidly in a retrograde and antegrade direc- 
tion to the rent in the membranous urethra, and 
their tips seized and tied. Exploration with a finger 
along the site of the rupture disclosed a long gap be- 
tween the torn ends traversed by the catheter. The 
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Case 4. Showing the de Pezzer catheter with its cir- 
cular rubber collar in position, after it had been pulled 
— the urethra by means of the maneuver employed in 

ase 3. 


torn ends were easily replaced by digital pressure on 
the trigone, but the viscus rose again when the finger 
was removed. An extension catheter was improvised 
by fitting on the end of a stout Pezzer catheter a 
florin-sized piece of thick rubber sheeting. Light 
digital traction on the penile end of this catheter was 
sufficient to obliterate the gap between the torn ends 
of the urethra, and it was found that the obliteration 
could be maintained by the use of a 1-lb. weight 
hitched to the catheter and passed over a pulley on 
the end of the bed. This procedure was well borne 
by the patient. He stated that he had no discomfort 
at all in either the penis or the bladder. Convales- 
cence was practically uneventful except for a fistula 
near the urinary meatus which finally closed. When 
re-examined eighteen months after the accident, the 
patient was frail, walked badly on 2 crutches, and 
complained of pain in the back and hips. He had a 
good urinary stream, but experienced pain at the 
end of the penis on voiding and a desire to urinate 
every five minutes during the day and 3 or 4 times 
at night. No sounds had been used. 

Case 5. The patient was a man forty-eight years 
of age who skidded from his bicycle under a chara- 
banc and was brought to the hospital in a dazed con- 
dition within an hour after the accident. Examina- 
tion disclosed extreme bruising from above Poupart’s 
ligament down the inner side of the right thigh. 
There was no perineal tenderness, no blood could be 
expressed from the urethra, and there was no evi- 
dence of an intraperitoneal effusion or rupture. Both 
ischiopubic rami were separated from the symphysis. 
The urine obtained on catheterization of the bladder 
was clear and showed only a few microscopic red 
cells. Two days later the extensive thigh effusion 
was tapped. The 300 c.cm. of blood-stained fluid 
evacuated showed an o.81 per cent content of urea. 
Groin drainage was established, but nothing more 
was done. The urethrogram showed a track of 
lipiodol extending from the membranous urethra 
into the groin. An inlying catheter was tried, but 
as it caused the patient great discomfort it was re- 
moved. When the patient was re-examined two and 
a half years after the injury he had no complaint 
of any kind and the urethrogram was normal. 
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Case 6. The patient was a man forty-two years of 
age who was kicked on the penis by a horse. When 
he was admitted to the hospital twenty minutes 
later he was in extreme shock. The glans penis was 
swollen to the size of an orange, plum colored, and 
dripping with blood. The penis showed a T-shaped 
laceration, the horizontal bar of which extended 
around the corona and partially separated the glans 
from the penis, and the vertical bar completely laid 
open the distal part of the urethra up to the meatus. 
The rest of the penis was severely bruised. At imme- 
diate operation, the urethra was sutured in 2 layers 
around a self-retaining catheter. All of the sutures 
held except those near the external meatus. The 
patient left the hospital on the eighteenth day with 
the wound healed in the urethra and where the glans 
had been sewed to the shaft. Examination four 
years later showed some spraying of the urinary 
stream. 

Case 7. The patient was a man twenty-seven 
years old who, at the age of twelve years, had albu- 
min in his urine. Cystoscopy was followed by much 
urethral bleeding and the development, within the 
next six months, of a stricture which required re- 
peated dilatations. At the age of fourteen years, 
soon after being given injections for tuberculous 
epididymitis, the patient developed water on the 
right knee. The leg was splinted and soon was well. 
When he was sixteen years of age the stricture again 
became troublesome, and an abscess which developed 
at the site of the stricture was opened by a surgeon. 
At the age of twenty-seven he consulted the author 
for a definitely tuberculous right knee, and for a 
stricture of the bulbar urethra with a long perineal 
fistula behind it through which the urine sprayed on 
urination. As the knee was believed to be of prime 
importance, he was referred to an orthopedic sur- 
geon. Excision resulted in good stability of the leg. 
The stricture and the perineal fistula had not been 
treated at the time of this report. 

Case 8. A man forty years of age stated that he 
had caught his penis on his pajama strings. He was 
admitted to the hospital an hour later. There was 
profuse bleeding from the urethra, and a tender spot 
was found behind the glans. Ice bags and morphine 
were used, and after two days the patient left the 
hospital. When he was re-examined six years later, 
he was free from symptoms. The diagnosis was rup- 
ture of the mucous membrane of the pendulous 
urethra of doubtful cause. 

The author reviews the 381 cases of the urethra 
reported in the literature, with special regard to the 
treatment. He says that in all cases success will 
depend on: (1) admission of the patient to the hos- 
pital as soon as possible after the accident and before 
voiding has occurred; (2) a careful toilet of any pro- 
posed operative site, particularly of the perineum, 
penis, and anterior urethra; (3) prompt diversion of 
the urinary stream by a suprapubic incision made, 
if necessary, under local anesthesia; (4) the retro- 
grade passage of a boiled gum elastic catheter down 
the urethra to establish the diagnosis of partial or 
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complete rupture; (5) removal of this catheter from 
the meatal rather than from the bladder end; (6) 
wrapping of the penis in a sterile dressing to prevent 
ascending infection during the healing stage; (7) 
high blocking of the foot of the bed to drain the 
urine away from the meatus into the fundus of the 
bladder; and (8) the use of a suction pump on 
the suprapubic tube. When there is a dislocation of 
the prostate or separation of the symphysis pubis, 
a primary perineal incision may be avoided by the 
author’s method of seizing the ascending catheter 
from the depths of the suprapubic wound and join- 
ing it to the retrograde catheter. This affords a means 
of pulling down on the bladder and eliminating any 
gap between the torn ends by applying traction to 
the retention catheter. In bulbar ruptures the in- 
dwelling catheter should be discarded for suprapubic 
drainage for six weeks. More certain union of the 
torn fragments is then possible. The freshened ends 
of the torn ureter should be united by smal! radial 
sutures. When the urethra is healed and free from 
catheter difficulty, the suprapubic wound should be 
allowed to close. Penile ruptures are rare and usual- 
ly respond to simple measures. Ruptures of the 
female urethra must be handled as carefully as 
bulbar injuries in the male. As the indwelling 
catheter is not well tolerated, suprapubic cystostomy 
should be done as soon as possible. 

The article is concluded with the following sum- 
mary: 

1. Eight cases of traumatic rupture of the urethra 
treated by the author are reported in detail and 381 
cases collected from the literature are reviewed. 

2. The diagnosis is nearly always easy, and can 
be made from the history of an ‘‘adequate”’ accident 
and the simple physical signs. Passing a catheter is a 
most unreliable diagnostic procedure. 

3. Difficulty is experienced only in grosser injuries 
to the pelvis, spine, or rectum as in such injuries the 
bladder or urethra may also be involved. 

4. The physical signs of traumatic rupture of the 
urethra are shock, pain, bleeding from the penis, a 
perineal hematoma, ecchymosis, and abnormality of 
urination. 

5. Stricture formation is more common and seri- 
ous after traumatic ruptures than after those of 
any other type. Stricture appears to be as common 
after membranous as after bulbous injuries. 

6. Sepsis is suggested as the one cause of stricture 
formation which can be controlled. 

7. The various methods of repair have been sum- 
marized. 

8. Treatment as soon as possible after the accident 
is urged. It should be directed against fouling of the 
raw area by urine, haphazard catheterization, or 
perineal contamination. 

g. Suprapubic deviation of the urine is essential 
in all ruptures, partial or complete. The only excep- 
tion is the rare injury to the penile shaft. 

10. The general belief that an indwelling catheter 
is well tolerated in cases of posterior or “‘membra- 
nous” rupture and that only a few such ruptures pro- 
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duce stricture or necessitate perineal exploration 
was not borne out by the cases reviewed. Immediate 
perineal incisions are best avoided. A new emer- 
gency method of approximating the ends is described. 
Future treatment may more nearly approach that 
of injuries of the bulb. 

11. Bulbar ruptures are certainly prone to stric- 
ture formation. In cases of such lesions a suprapubic 
cystostomy should be performed at once, but a for- 
mal external urethrotomy should be postponed until 
bruised tissue has recovered, necrotic tissue is well 
differentiated, and accurate end-to-end suture ap- 
proximation has a better chance of holding and 
healing. 

12. Penile injuries are less serious and may not re- 
quire a suprapubic operation. 

13. Injuries of the female urethra require imme- 
diate diversion of the urinary stream. 

CraupE D. Homes, M.D. 


Touraine, A., and Solente, G.: Erythroplakia 
(L’érythroplasie). Presse méd., Par., 1936, No. 92, 
1830. 


Erythroplakia is a chronic disease characterized 
by the development and persistence of painless or 
almost painless red spots accompanied by a slight 
infiltration of the mucous membrane. It is always 
located on stratified epithelium and generally on 
the external genital organs. It develops very slowly 
and as a rule eventually undergoes malignant degen- 
eration. 

It was first described by Fournier and Darier in 
1893 under the name “benign syphiloid epithelioma 
of the penis.” In 1911 it was described by Queyrat, 
who called it “erythroplakia” because of the color 
of the lesions. At the time of Queyrat’s article the 
condition had been seen only on the glans, but since 
then cases in which it occurred on the vulva have 
been observed. 

Up to April, 1936, 92 cases had been reported. 
In the records of 57 the condition was called 
“erythroplakia.”” In the rest it was designated as 
““Bowen’s disease” or “Paget’s disease” because of 
the histological picture. Of 86 patients whose sex 
was recorded, 58 were men. Two-thirds of the 
patients were more than fifty years of age. In 3 
cases the condition developed on a scar after 
traumatism. Syphilis was demonstrated in 57.7 per 
cent of the cases and ruled out in 17.8 per cent. 
Twenty-four and five-tenths per cent were not 
sufficiently studied from this point of view. Eryth- 
roplakia may be associated with kraurosis or leu- 
koplakia. In some of the cases recorded there was 
an associated aortitis, tabes, or general paralysis. 
Only 9 cases of involvement of mucous membranes 
other than those of the genitalia have been reported. 
In the majority of cases there is only a single patch 
of erythroplakia, but in some there are several. 
The spots are round or oval, and generally sharply 
circumscribed. As a rule they are on a level with 
the mucous membrane, but sometimes are slightly 
elevated. They are bright red and have a shiny 
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appearance. There is only moderate infiltration, 
The only subjective symptom is occasional slight 
itching. The adjacent mucous membrane is normal. 
The regional glands are not enlarged. The develop- 
ment of the condition is very slow. Malignant 
degeneration may take place within two years, but 
in 1 case reported was delayed for thirty-two years, 

The diagnosis is not difficult. Late secondary 
syphilids of the erythematous type may resemble it, 
but in cases of such lesions there are generally other 
signs of syphilis and the serological reactions are 
positive. The syphilids yield to specific treatment 
while the erythroplakia patches do not. Pagetoid 
epitheliomas and superficial cancers may be con- 
fused with, and in fact may be histologically identical 
with, erythroplakia. 

Histologically, erythroplakia shows, in addition to 
simple hyperplasia, a dyskeratosic metaplasia. The 
cancers which have their origin from it are of 
the type of Bowen’s cancer or Paget’s disease. 
On account of the danger of malignant degeneration 
the treatment indicated is removal. Electrocoagu- 
lation is the method of choice, but if this will involve 
too much destruction of tissue surgical removal 
should be done. Electrocoagulation or surgical 
removal should be done early and thoroughly and 
the patient then kept under observation on account 
of the danger of recurrence. 

AupREyY Goss Morean, M.D. 
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Ross, J. C.: Prostatic Obstruction and Methods of 
Treatment. Brit. M.J., 1936, 2: 1297. 


Ross discusses the methods of treating prostatic 
obstruction and reviews the results obtained by the 
various procedures in a series of 110 cases treated 
during the past two and one-half years. 

Suprapubic prostatectomy of the Harris type, but 
without primary closure of the bladder, was per- 
formed in 40 cases, and transurethral resection in 
32. Ross states that transurethral resection is the 
operation of choice for bar formation, fibrous pros- 
tate, sclerosis of the neck of the bladder, and small 
adenomas of the middle and lateral lobes of the 
prostate. He prepares the majority of his patients 
by drainage with an inlying urethral catheter for 
ten days. He has found that if the angle formed by 
the anterior junction of the lateral prostatic lobes is 
40 degrees or less, any operation short of suprapubic 
removal of the prostate will probably fail. In the 
32 reviewed cases in which the transurethral method 
was used there were 5 deaths. 

FRANK M. Cocnems, M.D. 


Cedermark, J.: Infarction of the Testis. Acia 
chirurg. Scand., 1936, 78: 447. 
Infarction of the testis is usually the result of 
torsion, but may be due to other causes. 
After reviewing the anatomical relationships of 
the vessels of the funiculus the author reviews the 
findings of experimental investigations by various 
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researchers and the sequel of operative procedures 
on these vessels. He concludes that the internal 
spermatic artery is not to be regarded as an end- 
artery in the sense of Cohnheim. Suspension of the 
circulation in this vessel usually produces very little 
or no atrophy. Possibly, however, it may lead to 
anemic infarction and necrosis of the testis. Inter- 
ruption of the circulation in the pampiniform veins, 
especially in the lower portion, causes a condition 
of stasis in the testis which may lead to the type of 
total hemorrhagic infarction called ‘“‘congestive in- 
farct.”’ Cutting off of the circulation in both arteries 
and veins often, but not always, leads to necrosis in 
the form of either anemic or hemorrhagic infarction. 

Cedermark emphasizes that in testicular infarction 
due to torsion the picture of a congestive infarct 
usually develops, a fact suggesting that the primary 
factor is interruption of the venous circulation. In 
discussing the clinical picture, diagnosis, and treat- 
ment of torsion of the testis he cites illustrative 
cases coming under his observation. 

Testicular infarction due to causes other than tor- 
sion is discussed from both the clinical and the 
pathologico-anatomical viewpoints on the basis of 
34 cases collected from the literature and 2 cases 
coming under the author’s observation. Cedermark 
concludes that anemic infarction of the testis is rare. 
It is associated with a thrombosis of the internal 
spermatic artery. In cases in which it is not pro- 
duced by torsion or other mechanical factors it can 
usually be traced to a primary or secondary venous 
thrombosis in the pampiniform plexus. 

In conclusion Cedermark calls attention to the 
picture of venous thrombosis in the pampiniform 


plexus, In discussing the treatment he emphasizes 
the importance of preserving the testis as long as 
possible. 


Greulich, W. W., and Burford, T. H.: Testicular 
Tumors Associated with Mammary, Prostatic, 
and Other Changes in Cryptorchid Dogs. Am. 
J. Cancer, 1936, 28: 496. ; 

Cases of cryptorchidism in dogs are seen by 
breeders only occasionally and are apparently quite 
infrequent. So far as the authors have been able to 
determine, there is no published report of a testicular 
tumor in a cryptorchid dog in which the condition 
was associated with the abnormal enlargement of the 
mammary papille, prostatic metaplasia, and other 
remarkable features found in the dogs he describes 
in this article. 

Dog 1. This dog, a Boston terrier, had been dis- 
posed of by its original owner because it seemed to 
attract other male dogs in much the same way as a 
bitch in heat. As the mammary papille were found 
to be abnormally large, the possibility of hermaph- 
roditism was considered. The mammary papille 
were as large as those of a lactating bitch though the 
underlying skin did not have the udder-like appear- 
ance it presents in the bitch. The scrotum contained 
only the left testis. The right testis could not be pal- 
pated in either the canal or the tissues of the abdomi- 
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nal wall. The penis was of normal size and without 
any externally visible defect. As the authors were 
interested primarily in finding the missing testis and 
determining whether any trace of female reproduc- 
tive organs was present, the dog was killed with 
ether and the abdomen opened. A tumor replacing 
the right testis was found immediately caudad to 
the lower pole of the right kidney, which its superior 
border slightly overlapped. It measured 48 by 40 by 
24 mm. and weighed 26 gm. Its surface presented 
numerous rounded elevations and was covered by a 
glistening, markedly thickened, and highly vascular 
fibrous capsule. The right ductus deferens was 
thicker than the left and followed a rather tortuous 
course distally, but showed no other gross pathologi- 
cal change. The gubernaculum testis was present as 
a cord-like structure extending from the lower pole 
of the tumor to the internal inguinal ring where its 
fibers fused with the surrounding structures. In- 
stead of shortening normally, this structure had 
increased in length sufficiently to keep pace with the 
growing abdomen. The other abdominal viscera 
were apparently normal. Careful search failed to 
reveal any trace of ovarian tissue or any abnormally 
persisting derivatives of the muellerian ducts. 
Eight blocks taken from the tumor showed practi- 
cally the same histological structure. There were a 
few scattered tubular structures suggesting the origi- 
nal testicular nature of the neoplasm. These were 
composed of a single layer of cells and were all lo- 
cated in the peripheral portion of the tumor. Blocks 
from the ductus deferens in the region of the ampulla 
showed this structure to be lined with a very low 
type of columnar epithelium in which 2 rows of nu- 
clei were distinguishable. The adrenal gland sections 
showed the capsule to be thickened and hyaline. 
Several small adenomas involving principally the 
zona reticularis were found. Cross-section showed 
the gubernaculum testis to be approximately ovoid 
and to consist of a wall of fibrous connective tis- 
sue surrounding 2 cavities. The latter were sepa- 
rated from each other by an inward extension of the 
fibrous wall. One of the cavities contained a cres- 
cent-shaped mass of connective tissue fibers, and the 
other, the remnants of a mass of striated muscle fibers 
which presumably had originally quite filled it. 
Within this muscle tissue there were brightly stained 
eosinophilic areas, the appearance of which sug- 
gested that the degenerative process had already 
destroyed a portion ofit and was still in process at the 
time of the animal’s death. The scrotal testis showed 
a very definite increase in the amount of intertubular 
connective tissue. Study of sections of the scrotal 
testis showed that spermatogenesis had not progressed 
beyond the secondary spermatocyte stage. The 
appearance of the prostate indicated a relatively 
small amount of secretory tissue or failure of the 
organ to reach full maturity. Instead of becoming 
columnar or cuboidal, the epithelium was here of the 
stratified squamous type. Sections of the mammary 
papilla showed that some growth of the lactiferous 
ducts had occurred. In the hypophysis, only a slight 
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excess of eosinophilic cells in the pars anterior was 
found. 

Dog 2. This dog was a wire-haired fox terrier two 
years old which had conspicuously long mammary 
papilla and appeared to be sexually attractive to 
males. When the animal was first examined neither 
testis was in the scrotum, but during the examina- 
tion just prior to operation the left testis descended. 
As this dog resembled the first dog, surgical removal 
of the offending tumor mass was done to see what 
effect this would have on the size of the nipples and 
on the dog’s attraction to males. The right gonad 
was found to be represented by a large tumor which 
extended across the upper half of the abdomen. 
Along an area approximately 1o cm. in length, across 
the midline at the level of the upper pole of the right 
kidney, it was attached to the dorsal wall. The duc- 
tus deferens and vessels led from its lower border 
down to the region of the prostate. No gubernacu- 
lum testis could be found. The tumor weighed 538.6 
gm. and measured 125 by 94 by 72 mm. Before 
operation the dog weighed 11 kgm. The tumor re- 
sembled very closely the tumor in the first dog. On 
section, a pinkish-gray fluid escaped from numerous 
cavities that were visible on the cut surface. There 
was considerable resistance to the knife, and parti- 
cles of calcified material were occasionally encoun- 
tered. The findings of microscopical study of the 
tumor were very similar to those in the tumor in the 
first dog. Following the operation the dog lost its 
attraction for male dogs, but the size of the nipples 
did not decrease. The right adrenal was about 4 
times the normal size and showed a decided increase 
in its medullary portion. 

Attempts to demonstrate the presence of an estro- 
genic substance in the tumors of Dogs 1 and 2 were 
unsuccessful. 

Dog 3. This dog was a ten-year-old fox terrier 
which had been a bilateral cryptorchid since birth. 
He had been in good health up to two years previous- 
ly, when he developed a swelling in the left inguinal 
region and his general condition declined steadily. 
The mass in the left groin was found to be the left 
testis. The right testis was discovered in a similar 
position on the right side, but was small. As in the 
case of the other dogs, there was some loss of hair 
on the abdomen and there was pigmentation of 
the abdominal skin. The tumor in this dog was of 
the same type as the neoplasms in the 2 other dogs. 
The prostate was about 3 times the size which is 
normal for the breed. The adrenal glands were very 
small. The only change of note which they pre- 
sented was a relatively large amount of connective 
tissue in the parenchyma. 

The article is concluded with the following sum- 
mary: 

Cryptorchidism in 3 dogs is described. In all of 
the animals an undescended testis had become 
transformed into a tumor and there were changes in 
the mammary glands and in the prostate somewhat 
similar to those which may be evoked experimentally 
by the injection of theelin. Two of the animals were 


tubercle bacilli. 
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sexually attractive to male dogs and one of them, 
from which the tumor was removed surgically, lost 
this attractiveness following the operation. In the 
case of the third dog no information on this point 
was available. Biological assays of the tumor of the 
first dog for gonadotropic hormones and of the tumor 
of the second dog for estrogenic hormones were nega- 
tive. The negative results are not to be considered 
as conclusively establishing the absence of these 
hormones as they may have been due to inadequacy 
of the extraction methods employed. ; 
In all 3 dogs the hair was sparse and there was 
increased pigmentation of the skin over the abdo- 
men. The extent of these integumentary changes 
seemed to be roughly proportional to the severity 
of the changes observed in the adrenal glands. 
D. Hotmes, M.D. 


MISCELLANEOUS 


De Illyés, G.: Urogenital Tuberculosis (La tuber- 
culose urogénitale). J. d’urol. méd. et chir., 1936, 
42: 309. 

The author states that urogenital tuberculosis is 
practically always secondary to tuberculosis else- 
where in the body, usually pulmonary tuberculosis 
or tuberculous involvement of glands in the hilus or 
mesentery. In the urinary tract the primary focus 
is the kidney. In the genital tract it is generally 
the prostate. Simultaneous involvement of both 
the urinary and the genital tract is relatively fre- 
quent. 

Of all forms of urogenital tuberculosis, renal 
tuberculosis is the most important because it is 
most frequent. Of 2,043 cases of suppurative con- 
ditions of the kidney in which operation was per- 
formed at the author’s urological clinic at the Uni- 
versity of Budapest, 1,071 were tuberculous. In- 
fection of the kidneys by tubercle bacilli takes place 
as a rule through the blood stream, although the 
possibility of an ascending infection cannot be ab- 
solutely excluded. The question as to whether 
tubercle bacilli ever appear in the urine unless there 
is at least an incipient tuberculous lesion in the 
kidney has not been definitely answered. The 
author is of the opinion that a clinical diagnosis of 
renal tuberculosis cannot be made unless pus is 
present in the urine in addition to tubercle bacilli, 
this being evidence of an inflammatory reaction 
caused by the bacilli. 

The diagnosis of tuberculosis of the kidney ca 
usually be made in the early stages by ureteral 
catheterization and careful examination of the 
urine from each kidney separately for pus and 
For demonstration of the bacilli 
Loewenstein’s culture method should be employed. 
Ascending pyelography is rarely necessary and in 
cases with evidence of tuberculosis should be 
avoided on account of the danger of pyelovenous 
backflow and spread of the infection. Intravenous 
pyelography, however, is of value in the diagnosis 
of renal tuberculosis. 
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When the diagnosis of renal tuberculosis has been 
made definitely and it has been demonstrated that 
only one kidney is involved and the other is func- 
tioning normally, removal of the diseased kidney is 
the treatment of choice. In cases of horseshoe 
kidney the diseased half may be removed as this is 
practically a separate kidney with its own pelvis, 
ureter, and blood supply. 

In cases of bilateral involvement of the kidneys 
operation is usually not indicated. The author has 
tried various methods of non-operative treatment, 
including the administration of tuberculin in small 
doses, the Gerson diet, Sailer’s injections, and the 
use of Vaudremére’s vaccine. Several of these 
treatments have resulted in improvement of the 
general condition and in some instances alleviation 
of the urinary symptoms. 

Of 1,358 cases of renal tuberculosis at the author’s 
clinic, the disease was found to be unilateral in 1,250 
(92 per cent) and bilateral in 107. In 1 case it 
occurred in a congenital solitary kidney. Nephrec- 
tomy was done in 1,066 of the unilateral cases but 
in only 4 of the bilateral cases. Of 777 cases in 
which the removed kidney was examined macro- 
scopically, it showed one or more tuberculous 
cavities in 471 (59 per cent), tubercles on the sur- 
face in 199 (24 per cent), tuberculous ulceration of 
the papilla in 90, and massive degeneration in 15. 
There were 34 deaths within three weeks after the 
operation. Most of the deaths occurring in the first 
week were due to cardiac failure or cerebral hemor- 
rhage, and most of those occurring in the next two 
weeks to pneumonia. Six hundred and seventeen of 
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the patients were followed for from one to fifteen 
years. Of these, 57 continued to have bladder 
symptoms for one or more years and 85 died. The 
chief known causes of death were pulmonary tuber- 
culosis, miliary tuberculosis, and meningitis. Two 
patients developed tuberculosis in the other kidney, 
2 have been constantly ill since the operation, and 2 
have tuberculous arthritis. Of 119 living under 
favorable conditions, 68 per cent are able to work, 
whereas of 322 living under unfavorable conditions 
(manual workers), only 25 per cent are well and 
able to work. 

In genital tuberculosis, while the prostate is most 
frequently involved, the prostatic lesion is rarely 
the chief cause of the symptoms. In only 36 cases 
of the author’s cases of genital tuberculosis was the 
prostate the chief site of the infection. In 309 cases 
the symptoms were referable to involvement of the 
epididymis and the testicle. Of these, 75 were 
treated conservatively. Unilateral epididymectomy 
was done in 129, bilateral epididymectomy in 5, 
unilateral castration in 92, partial removal of a 
testicle in 1, unilateral vasectomy in 8, and bilateral 
vasectomy’ in 1. There were no postoperative 
deaths. Of the patients followed up, 12 were well 
after epididymectomy, 5 after castration, and 2 
after vasectomy, 3 were dead, and 9 had tuberculous 
cystitis. The patients with tuberculosis of the pro- 
state were treated conservatively. One of them who 
was followed-up was found to have chronic fistulas. 
Of 43 patients operated upon for general urogenital 
tuberculosis, 11.7 per cent were living from two to 
five years after operation. Auice M. MEYERS. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Robertson, R. C.: Acute Hematogenous Osteo- 
myelitis. J. Am. M. Ass., 1936, 107: 1193. 


The findings of a nine-year survey of 75 successive 
cases of acute, hematogenous, pyogenic osteomye- 
litis is presented. 

Although the average number of negroes ad- 
mitted to the 2 Chattanooga hospitals with which 
the author is associated represented 17.4 and 26.3 
per cent respectively of the total number of patients 
admitted, the incidence of osteomyelitis in negroes 
was only 6.67 per cent. This may indicate a relative 
immunity of the colored race in the vicinity of 
Chattanooga. 

Of the 75 patients whose cases are reviewed, 61.3 
per cent were males and 72 per cent were between 
the ages of five and fifteen vears. A definite pre- 
disposing infection was absent in 45.3 per cent of 
the cases and a history of trauma was lacking in 
62.6 per cent. Staphylococci were found alone in 
69.3 per cent of the wounds and in 24 per cent of the 
blood cultures. In 1 wound they were ——— in 
combination with streptococci. 

The end of twenty-two days was chosen arbi- 
trarily as the dividing line between acute and 
chronic cases. Cases of osteomyelitis of the small 
bones of the hand and foot and of the mandible and 
definitely chronic cases were excluded from the 
study. The follow-up ranged: from six months to 
eight years. On the basis of the results the cases 
are divided into 4 groups. 

Group 1 was composed of 19 cases without seques- 
tration. Pain on firm local pressure was the chief 
finding in 63.1 per cent of this group and fluctuation 
occurred in 31.5 per cent. Roentgenograms were 
considered negative in 84.2 per cent. The average 
duration of the symptoms was considerably less 
than in the other groups (six days), but in infants 
under two years of age it was nearly one-third 
greater than in any other group. Joint infection was 
evident in 68.4 per cent of the cases although joint 
cultures were positive in only 46.2 per cent. Bone 
cultures were positive in 83.4 per cent. 

Group 2 was composed of 6 cases in which small 
localized sequestra were extruded spontaneously. 
Local pain on pressure and fluctuation were noted 
less frequently than in Group 1 or Group 3. Early 
roentgenographic changes were seen in 6634 per 
cent of the cases. The average duration of symp- 
toms was about twice that in Group 1, being eleven 
and eight-tenths days. No evidence of joint infec- 
tion was noted. The average healing time of 
twelve and five-tenths months was approximately 
3 or 4 times that in Group r. 

Group 3 was composed of 42 cases with seques- 
tration requiring surgery. Local pressure pain was 


predominant in only 4.7 per cent, but fluctuation 
was present in 71.4 per cent. Roentgenograms were 
positive in 92.4 per cent. The average duration of 
symptoms was eleven and five-tenths days. The 
incidence of joint infection was low (2.3 per cent), 
but all cultures were positive. The healing time 
was approximately two years. Metastatic lesions 
were most frequent in this group. 

Group 4 was composed of 8 fatal cases. Early 
roentgenographic changes were noted in 25 per cent. 
The duration of symptoms was about seven days. 
Joint infection occurred in 37.5 per cent, in all of 
which cultures were obtained. All patients in this 
group were white. The mortality of females ex- 
ceeded that of males by more than 50 per cent. 
Blood cultures were positive in 75 per cent of the 
cases. The chief causes of death were bacteriemia, 
meningitis, and pneumonia. 

Drainage was employed 76 times in the 75 cases 
during the acute stage. Soft tissue abscesses, when 
present, were drained, but the underlying bone was 
not opened. In cases with subperiosteal abscesses 
the abscesses were incised, the underlying cortex was 
drilled, and a window was removed even though 
subperiosteal pus was absent. In 3 cases, sub- 
periosteal exposure under local anesthesia gave no 
relief, but cortical drilling was followed by imme- 
diate relief. No gross pus was found, but cultures 
were positive in 2 cases. Most of the best results 
as well as the highest mortality occurred when 
drainage was instituted within a week after the 
onset of the condition. Acute pyogenic, suppura- 
tive arthritis was considered to be evidence of osteo- 
myelitis of an adjacent bone until the latter was 
ruled out. Joints are more resistant to infection 
than bone and apparently possess marked bacteri- 
cidal properties. Jerome G. FInpeEr, M.D. 


Porcher, P., and Aboulker, P.: The Roentgenogra- 
phy of Gonorrheal Arthritis (La radiographie des 
arthrites gonococciques). J. de chir., 1936, 48: 806. 


This article is based on ten years’ experience in the 
interpretation of roentgenograms of cases of gonor- 
rheal arthritis which were followed for a long time, 
generally from the beginning of the manifestations, 
and controlled bacteriologically. 

Bone lesions are frequent in gonorrhea] arthritis, 
but there are many cases in which the roentgeno- 
gram shows only changes in the joint capsule. The 
shadow of the capsule is thickened to 3 or 4 times 
that of the corresponding capsule on the normal side. 
The thickened capsule may later retract and inter- 
fere seriously with the movements of the joint. 

The joint lesions are of 3 types: (1) changes in the 
width of the space between the bone surfaces; (2) 
changes in the joint outline showing localized sub- 
chondral bone lesions; and (3) changes in the bone 
structure properly speaking, i i.e., diffuse osteoporosis. 
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Generally these 3 types of lesions are associated. The 
authors present roentgenograms of a number of cases 
in which they were found. 

Widening of the joint interline indicates an effu- 
sion, but the nature of the latter cannot be deter- 
mined from the roentgenogram. This widening is 
not due to purely mechanical factors. It is influ- 
enced also by reflex hypotonia of the muscles, inflam- 
matory infiltration of the ligaments, and possibly a 
decrease in the tonus of the ligaments. It may threat- 
en the stability of the joint and may be the precur- 
sor of dislocation. Narrowing of the interline is a sign 
of changes in the cartilage. In the beginning it can 
be detected only by comparison of the involved joint 
with the corresponding joint on the normal side. 
For the avoidance of error due to technical causes a 
careful technique is necessary. Slight narrowing of 
the interline may be of no significance as it may be 
caused by pressure on the cartilage, but reduction of 
the interarticular space to a thin line or its complete 
disappearance may be a premonitory sign of serious 
disorders such as ankylosis or dislocation. 

The bone lesions are variable. There may be an 
irregular indentation of the outline of the bone with 
the jagged edges showing decreased density, or there 
may be cavities which at first are very small. In 
fact, the first roentgenograms may show no bone 
changes at all, and it may be necessary to make a 
series of roentgenograms to follow up the develop- 
ment of the lesions. Diffuse lesions of osteoporosis 
may also be seen. 

While none of these lesions is pathognomonic of 
gonorrheal arthritis, a characteristic feature of the 
condition is the rapidity with which the changes de- 
velop. This is true both of destruction and recon- 
struction of bone as compared with the time of their 
occurrence in tuberculous and syphilitic arthritis. In 
gonorrheal arthritis the roentgenogram is of great 
value in following up the evolution of the disease, 
determining its seriousness, and indicating necessary 
measures of treatment. No case of gonorrheal arth- 
ritis should be treated without following its course 
roentgenologically. _Auprey Goss Morcan, M.D. 


Collins, D. H., and Cameron, C.: Multiple Arthritis 
in Presumably Tuberculous Subjects: Diffi- 
culties in Diagnosis and Treatment. Brit. J. 
Surg., 1936, 24: 272. 

The diagnosis of tuberculous arthritis is not so 
easy in adults as it isin children. Smith and Watters 
found that of 208 cases in which a diagnosis of tu- 
berculosis of the hip was made, the diagnosis was 
wrong in 22 per cent. On the other hand, Milgram 
found that of 142 cases of proved tuberculosis of 
bone, joints, and burse, the condition had not been 
diagnosed as such in 38 per cent. The most accurate 
methods of diagnosis are animal inoculation and 
biopsy. Biopsy is found to be accurate in about 97 
per cent of cases. Roentgen examination is of value 
in the differential diagnosis only in the comparatively 
late stages. Allison and Ghormley claim that it is 
possible for active tuberculosis to be present in 
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bones and joints without any evidence of it in the 
roentgen picture. A positive tuberculin reaction can 
be only presumptive evidence of tuberculosis of 
bones or joints until all other positive active foci 
have been excluded, whereas, in the absence of cer- 
tain modifying factors (overwhelming tuberculous 
infection, advanced sepsis, anemia, and other grave 
diseases), a negative reaction can rule out the diag- 
nosis of tuberculosis with some certainty. 

The following case reports illustrate some of the 
factors which account for confusion in the differen- 
tial diagnosis of multiple arthritis and tuberculosis: 

1. The insidious monarticular onset of multiple 
non-specific arthritis in some cases. A woman had 
a swelling in the right knee which was diagnosed as 
tuberculosis and treated by immobilization for 
three and a half years. Later she had symptoms in 
the left elbow and wrist which were also attributed 
to tuberculosis and for which treatment by immobili- 
zation was given. The wrist became ankylosed. A 
year later, after the other joint symptoms had 
subsided, symptoms similar to those in the other 
joints developed in the right elbow. Roentgen ex- 
amination showed slight erosions and loss of car- 
tilage in all joints, bony ankylosis of the left wrist, 
and secondary osteophyte formation and a perios- 
teal reaction in the right knee and left elbow. Fluid 
aspirated from the right elbow had no effect when 
inoculated into guinea pigs. It showed a go per cent 
content of polymorphonuclears, which is similar 
to the findings in chronic rheumatoid arthritis. 
In this case the confusion was due to the slow 
progress of the disease, the positive tuberculin 
test, and the early immobilization. The treatment 
adopted was detrimental to the functional recovery 
of the joints, and the patient’s economic incapacity 
was unduly prolonged. 

2. The presence of a visceral tuberculous lesion 
which may or may not influence the course of a non- 
tuberculous polyarthritis. The author reports 2 
cases. One was that of a woman fifty-nine years old 
who had had rheumatoid arthritis for many years 
and developed pulmonary tuberculosis, and the 
other that of a woman thirty-eight years old who 
had multiple articular deformities from rheumatoid 
arthritis, renal and bladder stones, and tuberculosis 
of the lungs. The occurrence of tuberculous disease 
and rheumatoid arthritis in the same patient is rare. 
These 2 cases were the only ones of true rheumatoid 
arthritis among 1,562 cases of pulmonary tuber- 
culosis in patients over fifteen years of age and 
among 617 cases of non-pulmonary tuberculosis in 
patients over fifteen years of age who were admitted 
to the East Fortune Sanatorium, East Lothian, 
England, in the past thirteen years. In both of them 
the tuberculosis preceded the rheumatoid arthritis, 
but it cannot be concluded that the latter was 
secondary to the former. Of 250 patients with 
rheumatoid arthritis whose cases were reported by 
Brav and Hench, only 8 had tuberculosis elsewhere. 
It is therefore clear that tuberculosis is of little im- 
portance in the etiology of non-specific arthritis. 
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3. The occasional occurrence of tuberculosis of 1 
joint superimposed on a non-tuberculous polyarth- 
ritis. A girl sixteen years of age who had had non- 
specific multiple arthritis for eight years developed 
typical tuberculosis of the left knee. The tuberculin 
test was 3+ and a tuberculous focus was found in 
the apex of the right lung. Brav and Hench found 
evidence of tuberculosis of a single joint in 8 of 75 
cases in which a pre-operative diagnosis of chronic 
infective polyarthritis was. made. They suggested 
that tuberculosis of a single joint in chronic infective 
polyarthritis may develop because of a lowering of 
the resistance of the involved joint by previous 
attacks of non-tuberculous polyarthritis. 

4. The occasional occurrence of tuberculous ar- 
thritis in 2 or more joints. Of 168 cases of tubercu- 
lous arthritis of the knee, Ghormley and Brav found 
involvement of 2 joints in 13.1 per cent and involve- 
ment of more than 2 joints in 5.4 per cent. Of 207 
patients with osteo-articular tuberculosis admitted 
to the East Fortune Sanatorium in the last thirteen 
years, at least 7 had multiple foci. It is therefore 
possible that multiple tuberculous arthritis is not so 
infrequent as has been supposed. 

5. The comparative infrequency of non-specific 
arthritis of the hip before middle age, and the 
tendency to regard the condition in persons under 
middle age as tuberculous. A girl thirteen and a 
half years of age was admitted to the East Fortune 
Sanatorium with a diagnosis of tuberculosis of the 
left hip. Roentgen examination showed merely loss 
of bone density and slight narrowing of the joint 
space, but as the Mantoux test was positive the 
diagnosis of tuberculosis was accepted. Under ex- 
tension treatment the condition of the hip improved. 
A year later, symptoms developed in the right hip. 
About three years after the onset, the roentgeno- 
gram showed the joint contour to be normal and 
the diagnosis of tuberculosis was discarded. Recov- 
ery resulted under treatment with diathermy, mas- 
sage, and motion. The authors report also 2 other 
cases of this type, and conclude that the treatment 
was unnecessarily prolonged because of the error in 
diagnosis. 

6. Modification of the course of non-specific 
arthritis due to early immobilization. The following 
cases suggest that immobilization treatment may 
prevent or delay certain compensatory structural 
changes which are usually characteristic of the 
disease: 

A boy eighteen years of age with weakness of the 
left leg and pain in the left groin was admitted to 
the hospital with a diagnosis of tuberculosis of the hip. 
His general condition was poor, and a few months 
later symptoms appeared in the right hip. Both 
hips were treated by extension. A year after the 
patient’s admission to the hospital the roentgeno- 
gram showed involvement of both sacro-iliac joints 
and both knees in addition to the hips. Later the 
spine was involved. Biopsy material from the right 
knee showed degeneration of the synovia, endarteri- 
tis, and a scattered infiltration of lymphocytes, 


mononuclears, and polymorphonuclears, but no 
giant cells or tubercle bacilli. The Mantoux test 
was positive. The involved joints became ankylosed, 

A man twenty-six years of age was treated by 
immobilization in a plaster jacket and extension on 1 
leg for tuberculous arthritis of both sacro-iliac 
joints. Later both knees became stiff. The final 
result was ankylosis of the right hip and partial 
ankylosis of the knees. 

7. The possibility that there may be an atypical 
tuberculous form of polyarthritis—tuberculous 
rheumatism. In 1899 Poncet described what he 
called ‘‘tuberculous rheumatism,” thereby starting 
a controversy which has continued ever since. In 
the French literature 2 types are described. One 
type resembles acute rheumatism without perma- 
nent disability. This has been ascribed to a filter- 
able form of the tubercle bacillus or an allergy 
secondary to visceral tuberculosis. The other type 
is a chronic polyarthritis which finally becomes 
localized in 1 joint, where the tubercle bacilli can 
usually be isolated. In the English literature little 
importance is attached to the condition and the 
term ‘‘tuberculous rheumatism” is seldom employed. 

The general conclusions drawn by the authors are 
that confusion in the diagnosis in such cases is com- 
mon, and that, whenever there is doubt, conserva- 
tive or expectant treatment should be given and 
immobilization avoided until definite evidence of 
tuberculosis is obtained by biopsy or animal inocu- 
lation. WILLIAM ARTHUR Ciark, M.D. 


Harkins, H. N.: Hemangioma of a Tendon Sheath: 
Report of a Case with a Study of 24 Cases from 
the Literature. Arch. Surg., 1937, 34: 12. 


Hemangioma of a tendon or a tendon sheath is 
quite rare. In 1913 Weil collected records of 6 such 
cases. In 1930 Burman and Milgram could find 
records of only 16, 6 of their own and 1o reported 
previously in the literature. In 1934 Botto Micca 
raised the total to 19. In this article a case is re- 
ported, and with the additional reports that have 
been collected from the literature, the total now 
amounts to 24 reported cases. (One of Burman and 
Milgram’s cases is not included.) 

On the other hand, hemangioma arising in a 
muscle is much more common. In 1932 Jenkins and 
Delaney collected 256 such cases, and Nicolosi and 
others have reported similar cases. 

A study of the 24 cases of hemangioma of a tendon 
or a tendon sheath reviewed in the present article 
reveals that in 19 instances in which the sex was 
stated there were 12 females and 7 males. The side 
on which the tumor occurred was stated in 18 in- 
stances, the left being involved 10 times and the 
right 8. This does not indicate the marked pre- 
ponderance of left-sided involvement mentioned by 
Burman and Milgram. The upper extremity was 
involved 13 times and the lower 7. This is in oppo- 
sition to the selective localization of hemangioma 
of the muscle in the lower extremity as noted by 
Jenkins and Delaney. 
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The observation of change in the size on elevation 
and depression of the limb ard after application of 
a constrictor is of importance in the diagnosis. 
Roentgen examination, as in the case of hemangioma 
of the muscle, will often reveal multiple calcified 
phleboliths. 

In only one instance phleboliths were not found 
on x-ray examination. The results of pathological 
examination, as in the case of hemangioma else- 
where in the body, do not always clearly show the 
predominance of endothelial, of fibrous, or of heman- 
giomatous involvement. Likewise, the line of de- 
marcation between lymphangioma and hemangioma 
and also between capillary and cavernous heman- 
gioma must be arbitrary. 

Three definite recurrences are mentioned, as well 
as two instances in which the operative removal was 
probably not complete. However, surgical treat- 
ment seems to be fairly efficacious, although many 
of the reported cases were not followed long enough 
to rule out recurrence. Norman C. Buttock, M.D. 


Skinner, H. A.: Anatomical Considerations Rela- 
tive to Rupture of the Supraspinatus Tendon. 
J. Bone & Joint Surg., 1937, 19: 137. 


The author believes that rupture of the supra- 
spinatus tendon is very often only an accident in the 
course of a progressive lesion that is more widespread 
and involves other structures connected with the 
shoulder. 

The anatomical relations and physiological action 
of the supraspinatus muscle may produce profound 
changes in the character of the muscle. An altera- 
tion from fleshy fibers in the lateral portion ending 
in a short tendon to a widespread aponeurosis of 
fibrous tissue which blends with the infraspinatus 
may result. Following this alteration other changes 
frequently occur, i.e., calcification, splitting or 
rupture of the altered tendon, separation of the 
aponeurotic sheet from the greater tuberosity and 
establishment of free communication between the 
subacromial bursa and the joint cavity. The essen- 
tial point which the author emphasizes is that the 
formation of the aponeurotic sheet is a preliminary 
stage antecedent to separation. Once separation has 
occurred, the continued action of the supraspinatus 
will obviously cause the defect to increase and, as the 
synovial lining of the joint cavity and the suba- 
cromial bursa come into contact, the pressure effect 
will soon break down the partition and establish 
free communication between the joint and bursa. 

Associated and subsequent changes occur in the 
greater tuberosity, the intertubercular sulcus, the 
articular cartilage, the tendon of the long head of 
the biceps, and the walls of the joint cavity. 

It is estimated that about 20 per cent of all adult 
shoulders show some change in the supraspinatus. 
Fibrillation and shredding occur at first. About 5 
per cent of all adult shoulders show some degree of 
rupture and splitting. The above condition of the 
supraspinatus tendon is the most common form of 
shoulder disability and is frequently not diagnosed. 


Diagrammatic drawings representing 4 stages in the de- 
velopment of the condition: 

A. Normal. 

B. Aponeurotic sheet fused with capsule. 

C. Separation of the aponeurotic sheet from’ the “tuber- 
osity. 

D. Communication established between the joint cavity 
and the bursa. 


In the early stages splinting, to provide rest for 
the weakened tendon, is advised. However, no 
method of local treatment will be completely suc- 
cessful if there is an occupational factor which has 
been disregarded. Operative repair seems more 
applicable to acute traumatic rupture of an unim- 
paired tendon than to a chronic condition. Repara- 
tive procedures in old cases in which fibrous change 
in the tendon has been followed by rupture and 
retraction obviously offer serious difficulties. 

Photographs of anatomical specimens, drawings, 
roentgenograms of a normal shoulder and of two 
shoulders showing pathological changes are pre- 
sented. 

The reviewer believes that the normal involu- 
tionary changes associated with increasing age and 
hastened by trauma are frequently accompanied by 
painful symptoms and limited function in the 
shoulder, and should be borne in mind by the 
examiner, particularly when surgery is contemplated. 

R. P. Montcomery, M.D. 


Smillie, I. S.: Mallet Finger. Brit. J. Surg., 1937, 24: 
439. 


Rupture of the extensor tendon at its insertion 
into the base of the terminal phalanx is the most 
common of subcutaneous tendon ruptures. It is 
produced by the actively contracting tendon being 
subjected to a sudden passive flexing force or, less 
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commonly, by direct injury on the dorsal aspect of 
the base of the phalanx. 

The injury causes a dull aching pain, the finger is 
swollen and tender especially on the dorsal aspect of 
the interphalangeal joint, and in complete rupture 
dorsiflexion is no longer possible. 

Smillie divides the cases into 4 types: (1) with 
incomplete loss of extension caused by partial tear 
(no roentgenological changes); (2) with complete 
loss of extension caused by complete tear (no roent- 
genological changes) ; (3) with complete loss of exten- 
sion (with a roentgenologically demonstrable lesion 
in the form of a chip of bone, often triangular, 
from the base of the phalanx); and (4) with separa- 
tion of the epiphysis at the base of the phalanx 
(seen in children). 

Treatment demands right-angle flexion at the 
proximal interphalangeal joint with hyperextension 
at the distal interphalangeal joint, for in this position 
active extension is impossible and the central slip of 
the tendon is relaxed. To maintain this position the 
author instructs the patient how to hold the finger. 
A piece of plaster bandage about 2 ft. long is rolled 
into a tube so that its inside diameter will roughly 
fit the finger, The tube is cut longer than the finger 
and at an angle at one end so it may fit closely at 
the web. The finger is then inserted into the dry 
plaster tube and the hand dipped into water mo- 
mentarily. The finger is squeezed by the surgeon 
and the patient is instructed to assume the afore- 
mentioned position until the plaster drys. 

The finger is immobilized not less than five weeks. 
No estimate of the end result should be made until 
three weeks of active use of the finger have elapsed. 

The prognosis depends on the time which has 
elapsed following the injury and the age of the 
patient. 

Cases of Type 1 are followed by good results; 3 
and 4, by good results but with some residual 
thickening at the joint. The results in type 2 vary 
for there is always the possibility that the torn 
portion of the tendon has turned into the joint. 

Indications for operative treatment are: (1) com- 
pound injuries (Type 4); (2) certain fresh cases which 
belong to Type 2 in which at least a chance of full 
dorsiflexion is essential; and (3) certain old cases 
in which the patient demands increased exten- 
sion. 

The operation, under local anesthesia, is done 
through an “L”’-shaped incision, the short limb 
crossing the finger transversely. In cases with a 
torn expansion this is approximated and closed. If 
suture is impossible the edges are merely approxi- 
mated and hyperextension maintained. In old 
cases suture is advised when possible; otherwise the 
edges are maintained in apposition by means of hy- 
perextension. The wounds are closed and sealed 
with a single layer of collodion gauze; and the 
plaster tube is applied while the patient main- 
tains the position of hyperextension of the 
distal interphalangeal joint. 

Harvey S. ALLEN, M.D. 
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Compere, E. L., and Garrison, M.: Correlation of 
Pathological and Roentgenological Findings in 
Tuberculosis and Pyogenic Infections of the 
Vertebrz. The Fate of the Intervertebral Disc. 
Ann. Surg., 1936, 104: 1038. 


In pyogenic infections of the spine, as in vertebral 
tuberculosis, the primary focus is in the bone and 
not in the joints. In vertebral tuberculosis, pyogenic 
vertebral osteomyelitis is commonly a hematogenous 
infection secondary to a focus of infection elsewhere, 

The authors report 9 cases with photograp)s, 
roentgenograms, photomicrographs of the specimens 
removed at autopsy and, in 1 case, the roentgeno- 
gram taken two months and three days before death. 

A pathological study made in the cases of 4 pa- 
tients fourteen, six, thirteen, and two years of age 
who were suffering from vertebral tuberculosis un- 
complicated by secondary pyogenic infection indi 
cates that the fibrous and cartilaginous portions of 
the intervertebral discs, like the hyaline cartilage of 
the knee and the hip joints, is less readily destroyed 
by tuberculous exudate than is bone. In 3 cases in 
which the disease was still active, the tuberculous 
exudate had spread by extension beneath the para- 
vertebral ligament about the periphery of the inter- 
vertebral disc from body to body, and in 2 posteri- 
orly into the spinal canal. 

In 2 cases of pyogenic vertebral osteomyelitis in 
patients fifty-five and fourteen years of age, exami- 
nation revealed marked destruction of the inter- 
vertebral discs and regeneration of bone. In 1 case 
only slight destruction of the vertebral bodies and 
an osseous fusion between the 2 involved vertebral 
bodies were found. 

In pyogenic infection of the vertebral bodies, in 
contrast to tuberculous spondylitis, there is a rapid 
and early involvement of the intervertebral disc. 
The cartilage plate is rapidly destroyed by proteo- 
lytic enzymes formed in the pyogenic exudate, and 
the nuclear substance is extruded. When the acute 
infection subsides, there is regeneration of bone and 
ankylosis of the vertebral bodies occurs much more 
commonly and more rapidly than in tuberculosis of 
the spine. 

Secondary pyogenic infection is a frequent com- 
plication of tuberculosis of the skeleton when a cold 
abscess is incised or opens spontaneously on the sur- 
face of the body. The pathological changes in the 
spine from this mixed infection may be typical of 
tuberculosis, of pyogenic osteomyelitis, or of both. 

In 2 of the 3 cases reported by the authors, those 
of patients seventeen and eight years of age, the dual 
infection was manifested by extensive destruction of 
the fibrous and cartilaginous discs as well as of bone, 
and by new bone formation. 

In the case of a five-year-old patient with acute 
vertebral tuberculosis, improvement followed a 2- 
stage spinal fusion and bed rest, but about three 
months later a secondary infection from hemolytic 
streptococci led to abscess formation, mediastinitis, 
and death. The preservation of the intervertebral 
discs was marked as compared with the amount of 
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osseous destruction. The pathological and roent- 
genological pictures indicated that the pyogenic 
infection was acute and of short duration. 

Rosert P. Montcomery, M.D. 


Middleton, D. S.: Congenital Disc-Shaped Lateral 
Meniscus with Snapping Knee. Brit. J. Surg., 
1936, 24: 246. 

A disc-shaped lateral meniscus is due to persistence 
of the embryonic form of the cartilage. The first 
specimen was described in 1889, but it was not until 
:g10 that this anomaly was found to be responsible 
jor snapping knee. Before 1914 many cases of 
snapping knee were reported in literature, but the 
cause was not known. In 1g10, Kroiss operated on 
such a knee and found a disc-shaped lateral menis- 
cus. Since then, 49 such cases have been reported. 

The author reports the following 4 cases which 
came under his observation in the past two years: 

Case 1. A boy eleven years of age experienced 
sudden pain in the knee while sitting in a chair and 

swinging his legs. Thereafter the knee was painful 

* for a few days. On examination, a sharp click or 
snapping sensation was noticed on motion just 
short of full flexion or full extension. Roentgen-ray 
examination was negative. At operation, the lateral 
meniscus was found to be very broad, filling the 
entire lateral compartment of the joint, and was split 
longitudinally. The cartilage was removed. Normal 
function of the knee was recovered. 

Case 2. A boy thirteen years of age had noted a 
cracking sound in the knee all his life. Examina- 
tion showed that movement of the knee was free and 
smooth up to 20 degrees from full extension, at which 
point a dull, cracking noise was heard. At operation, 
a disc-shaped lateral meniscus was found covering 
the entire lateral condyle of the tibia except for a 
notch on the inner margin. Its femoral surface was 
divided into 2 facets by a transverse ridge. As the 
knee was extended the femoral condyle could be 
seen to slip over this ridge from the posterior to the 
anterior facet. After complete removal of the car- 
tilage the joint was normal. 

Case 3. The patient was a boy thirteen years of 
age whose knee had made a snapping noise ever 
since he was four years old. The lateral meniscus 
was found to be quadrilateral in shape, with a notch 
on the mesial border and an oblique ridge on the 
superior surface. After removal of the cartilage the 
symptoms disappeared. 

Case 4. A girl eighteen years of age had a snapping 
sensation in her knee but no disability. On exami- 
nation, a typical ‘‘clunking”’ noise could be heard 
near complete flexion or extension. Operation dis- 
closed a typical disc-shaped external cartilage. The 
anterior part of the cartilage blended with the in- 
tercondylar structures. Its upper surface was 
smooth. The snap was found to occur when the 
femoral condyle slipped over the anterior margin of 
the cartilage on complete extension. 

A disc-shaped meniscus is more susceptible to 
injury than a normal meniscus. In some cases there 
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is a history of heredity. In many cases there are no 
symptoms. The snap may be due to a transverse 
ridge over which the femoral condyle slips, or to an 
abnormally loose cartilage which slips backward on 
extension and forward on flexion. 

In young children the symptoms may disappear 
spontaneously, but in older persons removal of the 
meniscus is necessary when symptoms persist. The 
resection can be done through the usual short in- 
cision at the side of the knee. It is wise to flex the 
knee fully to bring the cartilage into its anterior 
position where it will be more readily accessible. 

WILLIAM ARTHUR CLARK, M.D. 


Blount, W. P.: Tibia Vara. Osteochondrosis De- 
formans Tibiz. J. Bone & Joint Surg., 1937, 10: 1. 


The author presents 13 new cases of osteochon- 
drosis similar to coxa plana but located at the 
medial side of the proximal tibial epiphysis. He 
also reviews 15 from the literature. Those in the 
literature were variously designated as rickets, 
chondrodysplasia, growth disturbance, unusual 
epiphyseal change, epiphyseal defect, osteitis of the 
upper end of the tibia, and epiphysitis tibia de- 
formans of Luelsdorf. 

The condition is not an inflammation and the 
suffix “itis” is misleading. It is not limited to the ep- 
iphysis, but is an abnormality of growth of the 
metaphysis, epiphyseal cartilage, and osseous center 
of the epiphysis. Any name should imply the in- 
volvement of both cartilage and bone. The cases 
presented are similar to the other osteochondro- 
trophopathies. This term is accurately descriptive 
of the lesion but it is too unwieldy for ordinary use. 

“Osteochondrosis deformans tibia” has been 
used by the author. Luelsdorf’s ‘“deformans” has 
been retained to differentiate this lesion from 
Osgood-Schlatter disease in which there is no gross 
alteration of form. “Tibia vara” is a satisfactory 
anatomical designation, in keeping with the terms 
“coxa plana” and ‘“‘genu varum.”’ 

The deformity is an abrupt angulation of the 
tibia with the apex laterally just distal to the knee 
joint. Some other associated findings are internal 
rotation of the tibia, recurvatum, abnormal medial 
mobility, tibial shortening, and a bulbous enlarge- 
ment of the medial condyle. In the unilateral cases 
the deformity causes a limp and in cases of bilateral 
involvement there is a waddle. 

Roentgenographically there is an abrupt angula- 
tion just below the proximal tibial epiphysis, and the 
epiphyseal line may be irregular and expanded 
medially. There is a beak-like medial enlargement 
of the tibial metaphysis in which areas of rarefaction 
may occur. These are cartilaginous islands, and the 
medially projecting metaphysis is covered by hya- 
line cartilage. The epiphysis frequently is wedge- 
shaped, being narrowed medially. In the cases 
occurring in infancy the roentgenographic findings 
resemble a dysplasia, and in the cases occurring just 
before puberty an arrest of the epiphyseal growth, 
rather than a dysplasia, is present. 
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Pathologically the changes consist essentially in 
faulty growth of the epiphyseal cartilage and de- 
layed ossification of the medial portion of the 
proximal tibial epiphysis. A beak-like projection of 
the metaphysis forms secondarily as a buttress 
under the epiphysis. It is covered by, and includes, 
islands of hyaline cartilage. The cells are irregular 
in distribution rather than columnar as seen in 
normal epiphyses. The general appearance closely 
resembles a localized chondrodysplasia. 

The treatment should be directed toward the 
mechanical relief of strain until the deformity is 
stationary or until the epiphysis is closed. A simple 
osteotomy with emphasis placed on overcorrection 
of the deformity is desirable in the treatment of 
marked deformities. If this is done before the 
amount of angulation has become stationary, some 
degree of recurrence may be anticipated. Closure 
of the epiphyses may be indicated in some cases. 

Two types of tibia vara are discussed. The in- 
fantile type appears during the first or second year 
and the adolescent type may occur just before 
puberty. The radiographic findings of the infantile 
type gradually change to those of the adolescent, so 
that the two can be distinguished later only by the 
history. 

Four cases of infantile tibia vara and 3 cases of 
adolescent tibia vara are presented in detail along 
with pre-operative and postoperative photographs, 
roentgenograms, and 2 photomicrographs of a 
biopsy specimen. 

Summary charts of the previously unpublished 
cases and of the cases taken from the literature are 
included. 

Roentgen tracings of the 36 cases presented in the 
paper are grouped according to the roentgenographic 
similarity, showing different phases in the 2 types of 
tibia vara. Tracings of miscellaneous cases reported 
elsewhere but differing from tibia vara are included. 

The author suggests a simplified, more inclusive, 
and accurate terminology for the described condi- 
tion, which is not so uncommon as the scant atten- 
tion it has received indicates. 

Fifty-one references are listed. 

Ropert P. MontGomery, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


K4lalov4-Dilottiova, V.: The Late Results of Sec- 
ondary Plastic Operations on the Tendons and 
Nerves of the Hand in the Twelve Years Since 
the Establishment of the Clinic of Petrivalsky 
(Die Spaeterfolge der sekundaeren plastischen 
Operationen der Handsehnen und Nerven waehrend 
des zwoelfjaehrigen Bestandes der Klinik). Bratis- 
lav. lek. Listy, 1936, 16: 162. 


In the clinic of Petrivalsky, in the period from 
December, 1922, to November, 1934, 7,510 injuries 
of the hand were treated. Of these, 6,999 were 
treated in the out-patient department. During the 
same period, 18 patients were accepted by the clinic 
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for secondary plastic operations on tendons and 
nerves of the hand. The author reports the end- 
results of the operations, the first of which was per- 
formed twelve years ago, and the most recent of which 
was performed two and one-half years ago. At the 
time of their discharge from the hospital, 7 of the 18 
patients were regarded as cured, 10 had been bene- 
fited, and 1 had not been benefited. In January, 
1935, by questionnaire or re-examination at the 
clinic, the following facts were determined: 

Of the 11 patients who were heard from or re- 
examined, only 2 (18.18 per cent) had an entirely 
satisfactory end-result. Two showed considerable 
improvement, 3 (27.27 per cent) only minor improve- 
ment, and 4 (36.36 per cent) no improvement. 

All of the patients were engaged in manual labor. 
Fifteen were men. In 15 cases the hand condition 
was the direct result of an injury (glass, bullet, 
knife, horsebite, electric current). In 2, there was a 
bilateral congenital contracture, and in 1, paralysis 
due to anterior poliomyelitis. In 4 cases primary 
suture of the deep structures had been undertaken, 
and in 4 the general practitioner had done a primary 
suture of the skin. In all, smooth healing had 
occurred. 

In 4 of the cases in which suturing had not been 
done the injury was followed by a secondary phleg- 
mon. In 12 cases there was coincidental involve- 
ment of nerves and tendons; in 3, involvement of 
only the tendons; and in 3, involvement of only the 
nerves. 

The author discusses simple tendon suture, elon- 
gation of the flexor tendons, transplantation of 
tendons, tenodesis, resection of a neuroma of the 
median nerve, and suture of the main stem of the 
median and ulnar nerves. 

He states that the fate of the injured person lies 
in large measure in the hands of the physician who 
first treats the injury or the inflammatory complica- 
tions. After primary care of the wound, operation 
should be performed before severe secondary atro- 
phies, contractures, and ankyloses develop, as by 
this means the incidence of permanent disability is 
reduced and the prospect of successful results from 
secondary tendon or nerve suture is increased. In- 
juries to the nerves, particularly the median nerve, 
are frequently overlooked. Inability to oppose the 
thumb is an indication for a secondary operation. 
Severing of the flexors at the level of the wrist joint 
is almost impossible without coincidental injury of 
the median nerve. 

(IRSIGLER). JOHN W. BRENNAN, M.D. 


Calvet, J.: The Value of Arthrodesis of the Knee in 
the Treatment of White Swelling of the Knee 
of the Child and the Adolescent (Valeur de 
Varthrodése du genou dans le traitement de la 
tumeur blanche du genou de !’enfant et de l’adoles- 
cent). J. de chir., 1936, 48: 646. 


The author reviews the history of the treatment 
of tuberculosis of the knee joint in children and 
adolescents. Operation was first suggested by Ollier, 
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but because of a lack of sufficient knowledge and 
care, it sometimes failed, and as the advantages 
of immobilization and heliotherapy became better 
known there was a tendency to reject operation 
entirely and to consider it useless or even dangerous. 
In recent years, however, the use of operative meth- 
ods has been revived. The operative techniques are 
almost as numerous as the surgeons using them, but 
many of the variations are mere details, and the 
principles of all methods are essentially the same. 

The author recommends 2 operative methods. 
One is intra-epiphyseal grafting which is a modifica- 
tion of Ollier’s original method. This yields excellent 
results in patients more than fourteen years of age 
by bringing about complete fixation of the joint. 
No shortening occurs as it does not injure the car- 
tilage. Under roentgen control a graft from the tibia 
is passed between the 2 epiphyses. An opening is 
made for it with a perforator, and the graft is driven 
in with a hammer. The placing of the graft is shown 
by illustrations. To keep the joint in position a 
plaster cast is applied. Later, heliotherapy is given 
through a posterior valve. 

The transarticular graft activates repair of the 
lesions, fixes the epiphyses solidly, supplies calcium, 
and acts as a guide to reparative calcification. There 
is very little shock, no unnecessary injury of the 
soft parts, and little deformity of the joint. How- 
ever, the epiphyses must be large enough for all of 
the surfaces of the graft to remain in intimate con- 
tact with the host, and ossification must be advanced 
to a point which eliminates danger of pseudarthrosis. 
Therefore the operation is unsuitable for children 
less than six years of age. It is contra-indicated also 
in cases of very destructive lesions and cases in 
which there is a tendency toward a vicious attitude 
in flexion. When indicated, it gives excellent results 
in cases in which the lesion is near the end of its 
clinical development and not very fungous, those in 
which some degree of mobility has persisted, and 
those in which there are no vicious attitudes. The 
author has never seen poor toleration of the graft. 
The only failures are due to absorption of the middle 
part of the graft where it crosses the interline. Cal- 
vet has had only 2 failures in 17 cases treated by this 
method. 

The other method he recommends is extra-articu- 
lar grafting. In this procedure the upper end of a 
long graft from the tibia is fixed in the diaphysis of 
the femur after division of the quadriceps, and the 
lower end fixed into the antero-internal surface of 
the tibia near its anterior border. The middle part 
passes through the patella. The operation is shown 
by illustrations. This method is useful in the cases 
of children from eight to fourteen years of age, cases 
of lesions of long duration which remain rather 
fungous after they should have become dry, cases of 
recurrence in which an intra-articular operation 
would be dangerous on account of the possibility of 
lighting up an active focus, and cases in which there 
has been extensive destruction of the epiphyses. It 
is of most value in cases with irreducible deviations 
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as the flying buttress of the graft prevents deformity. 
Possible poor results are pseudarthrosis and fracture 
of the graft. Occasionally also the limb of the young 
child may grow out of proportion to the length of 
the graft and thus cause deviation. However, of 17 
cases in which this method was used, deviation 
occurred in only 2. 

The success of both of these types of operation for 
tuberculosis of the knee joint is dependent to a 
great extent on the postoperative care. Moreover, 
the younger the child the less the chance of success. 
In the cases of adolescents the results are apt to be 
very successful. Absolute immobilization is neces- 
sary for six months, and careful observation for a 
year. For still another year the patient should wear 
a protecting band around the knee when he is 
walking. 

These operations bring about a solid ankylosis 
of the joint. However, it is not to be expected that 
they will accomplish as much as resection in the 
adult. In the cases of children more care is necessary 
in the selection of the type of operation and the time 
for operating than in the cases of adults. The age of 
the child and all of the circumstances must be given 
careful consideration. Unless this is done the prog- 
nosis of tuberculous arthritis of the knee joint will 
be rendered worse rather than better by operation. 

AuprEY Goss Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Davis, A. G.: A Conservative Treatment for Ha- 
bitual Dislocations of the Shoulder. J. Am. M. 
Ass., 1936, 107: 1012. 

The author describes a method for the conserva- 
tive treatment of habitual dislocation of the shoulder 
and reports 8 cases in which it was used. In this 
procedure the shoulder is strapped with ordinary 
adhesive tape in such a way that the arm is pre- 
vented from moving backward to the coronal plane 
and the elbow is held adducted inside the lateral 
sagittal plane. The patient is then instructed in a 
definite technique of muscle development for several 
weeks. At the end of two weeks, the adhesive strap- 
ping is removed and the muscle re-education con- 
tinued a month longer. 

The purpose of the conservative approach is to 
fortify the anterior aspect of the joint. The treat- 
ment described eliminated the necessity for opera- 
tive measures in 75 per cent of a consecutive series 
of typical recurrent dislocations. 

Paut C. Cotonna, M.D. 


Boehler, L.: Principles of Treatment of Clavicular 
and Vertebral Fractures (Grundsatzliches zur 
Behandlung von Schluesselbeinbruechen und Wir- 
belbruechen). Monatsschr. f. Unfallheilk., 1936, 43: 
387. 

The 3 principles of fracture treatment are sum- 
marized by Boehler as follows: 

1. The displaced bone ends must be satisfactorily 
replaced. 
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2. The reduced fragments must be maintained 
in good position constantly until they are joined by 
bony union. 

3. During the period of immobilization of the 
reduced fragments, as many as possible, or all, of 
the joints and the entire body must be moved ac- 
tively through their full range within pain limits to 
prevent any disturbance of the circulation, atrophy 
of the muscles and bones, and stiffening of the 
joints. 

Boehler then compares his results in 13 cases 
with the results obtained by Magnus. Magnus 
treats fractures of the clavicle with extension appa- 
ratus. Boehler has found that the use of a splint 
gives better functional and cosmetic results. In 
Boehler’s cases compensation is terminated in one 
and one-half years; and in Magnus’ cases, in three 
years. 

In vertebral fractures, which Magnus treats 
chiefly by six weeks of recumbency on the back 
without reduction, Boehler has found that immedi- 
ate reduction followed by the application of a plaster 
corset gives better results in simple as well as serious 
cases. The healing period in cases treated by Boehl- 
er’s method ranges from six weeks to six months and 
averages three months. Boehler attempts to prove 
by ‘ative cases and by statistics that his treat- 
meu. Is aot expensive, time consuming or trouble- 
some to the patient. After reduction and the appli- 
cation of the plaster corset he prescribes active 
exercise without canes, crutches, or “walkers.” 
Therefore the patient’s family obtains the full sick 
pay earlier. This is less than the cost of hospitaliza- 
tion. The earlier and greater activity improves the 
patient’s morale and decreases his desire for com- 
pensation. Boehler believes that insurance carriers 
will soon request his treatment. Kyphosis must be 
prevented, if possible, not only for esthetic reasons 
but also because it decreases the patient’s capacity 
for work. 


In conclusion Boehler cites a case which he be- 
lieves demonstrates the value of immediate reduc- 
tion and corset treatment especially well. The pa- 
tient was a girl ski jumper with paralysis of the 
sphincter and partial paralysis of the legs due to a 
rotation fracture of the third lumbar vertebra. Six 
hours after reduction of the fracture, which was done 
the day after the fall, the paralysis was diminished; 
after four days, the patient was able to stand; and 
after fourteen days she was able to perform all exer- 
cises and to carry 10 kgm. on her head. 

BarBarA B. Stimson, M.D. 


Snellman, A.: Uncomplicated Fractures of the 
First Metacarpal Bone (Ueber unkomplizierte 
Brueche des Os metacarpale I). Acta Soc. med. Fen- 
nicae Duodecim, 1936, 22: Fasc. 1, No. 1. 


From the Hospital of the Finnish Red Cross and 
the Surgical University Clinic of Helsingfors, the 
author presents a study of 54 cases of uncomplicated 
fractures of the first metacarpal bone. Of these 44 
were through the base, 7 through the diaphysis, and 
3 through the head. In the basal group, 8 were 
oblique, 7 were above the epiphyseal line in chil- 
dren, 12 were intra-articular, and 17 were of the 
Bennett type. The author discusses the mechanism 
of the injury, with the hand in radial deviation, in 
ulnar deviation, or in the mid-position. He states 
that fractures with gross deformity should be re- 
duced and then maintained in position by the 
unpadded plaster gauntlet, as described by Boehler, 
with the thumb in abduction. When the displace- 
ment is negligible or absent an elastic bandage of 
some type is all that is necessary. He does not 
believe that metal splints are satisfactory for main- 
taining reduction. Although he cites no cases, he be- 
lieves that traction combined with the plaster gauntlet 
may be necessary in certain difficult fractures of the 
Bennett type. The article is illustrated by drawings 
and photographs. Barpara B. Stimson, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Hunt, J. H.: Raynaud’s Phenomenon in Workmen 
Using Vibrating Instruments. Proc. Roy. Soc. 
Med., Lond., 1936, 30: 171. 


In a preliminary communication, the author pre- 
sents conclusions made from studies of individuals 
suffering from Raynaud’s phenomenon, all of whom 
had used pneumatic instruments. He states that 
while Raynaud, in his time, did not observe such 
symptoms after the use of vibrating instruments, 
yet for the past thirty years such intermittent at- 
tacks of pallor or cyanosis of the fingers have been 
found to occur in men working with pneumatic 
chisels, hammers, riveters, or road-drills, and also in 
shoemakers using pounding and lasting machines. 

In the report reviewed herein, the author presents 
a recent study of a group of 7 riveters from a loco- 
motive workshop. The symptoms of these men cor- 
responded closely with those complained of by men 
working with pneumatic tools in other parts of the 
world. The hardness and unyielding nature of cold 
rivets, which were used by this group, are partly 
responsible for this phenomenon. Untoward symp- 
toms do not develop among riveters using hot rivets 
which are easier to work with than cold rivets. 

The disturbance in the circulation of the fingers 
first manifested itself when the men had been work- 
ing with cold rivets for two years or more. The 
attacks of Raynaud’s phenomenon appeared only 
occasionally and in winter at first, but later they 
occurred more and more frequently and even in 
summer. The symptoms varied from a slight pallor 
of one finger-tip to cyanosis and numbness of all the 
fingers of both hands. If the cyanosis lasted for 
more than one-half hour the skin of the finger-tips 
became quite insensible, and on cold mornings spe- 
cial difficulty was experienced in holding a razor and 
in carrying out other finer movements. If a finger 
was cut during an attack it did not bleed, and the 
attack lasted as long as the hand and body remained 
cold. When warmth was applied the fingers rapidly 
recovered their normal color. While in many in- 
stances the symptoms led to no more than an incon- 
venience, yet some of the patients complained bit- 
terly of their symptoms. Emotion seemed to have 
no predisposing effect in these attacks and there was 
no evidence that vibration by itself, without the 
cold, could precipitate an attack. The riveting ma- 
chine observed by the author was usually cold; cold 
air blew from the exhaust onto the hands and body 
of the workmen, and it was the coldness of this air 
which brought on the attacks that occurred while at 
work. 

The author describes in detail the phases of the 
typical Raynaud’s phenomenon observed in this 
group of riveters. When the patient was cold the 
cyanosis passed through various depths of colors. 


It always started at the finger-tips and spread proxi- 
mally up to the base of the fingers, perhaps to the 
palms. If the attack persisted for a long time, a 
secondary waxy pallor replaced the cyanosis. The 
hands stayed blue or pale until they were warmed, 
and when they were warmed, irregular red blotches 
appeared. These blotches gradually coalesced until 
the whole dorsum of the hand or palm was fiery red 
or scarlet. While severe pain was rare, every patient 
complained that his fingers felt numb at the onset of 
an attack. During the phase of recovery the men 
complained of burning and tingling. All the men 
stated that their fingers felt cold to the touch during 
the attacks. Sweating of the hands and of the skin 
of the fingers did not occur. 

When these men stopped rivet-work their symp- 
toms sometimes improved but they did not disap- 
pear; therefore, the prognosis is usually poor. The 
best treatment for men who have developed Ray- 
naud’s phenomenon in their fingers is always to keep 
their body and hands warm, particularly in the 
morning. In elderly men with nutritional changes, 
sympathetic ganglionectomy or section of the sym- 
pathetic trunk may have to be considered. 

The author presents suggestions for several meth- 
ods of preventing these circulatory disturbances in 
men using cold-riveting machines. The rate of vibra- 
tion of the instrument might be reduced below a 
critical level. Shock-absorbing pads might be incor- 
porated in the palms of the leather gauntlets which 
these riveters wear. A handle with a strong spring 
to absorb part of the shock of the vibration might be 
devised for the machine. Inasmuch as these dis- 
turbances do not appear until a man has worked for 
two years or longer, they might be avoided by 
arranging shifts so that no man works at this par- 
ticular type of riveting for more than a few months 
at a time. HERBERT F. Tuurston, M.D. 


Mahorner, H. R., and Ochsner, A.: A New Test for 
Evaluating Circulation in the Venous System 
of the Lower Extremity Affected by Varicosities. 
Arch. Surg., 1936, 33: 479. 


Forty-five years ago Trendelenburg described the 
phenomenon of retrograde flow of blood in the 
saphenous vein in cases in which the valves are in- 
competent. Numerous methods have been advo- 
cated for treating varicosities of the lower extrem- 
ity, but so far none has proved entirely satisfactory. 
As the factors active in varicose veins are variable, 
different methods of treatment are advisable for 
different degrees and types of varicosities. 

In the Department of Surgery at Tulane Univer- 
sity of the Louisiana School of Medicine every pa- 
tient coming for treatment of varicose veins is sub- 
jected to an examination which includes several 
tests to determine the circulation in the varicosities. 
The routine tests are the Trendelenburg test with 
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its singly or doubly positive response, Perthes’ test, 
and a test in which the patient is made to walk with 
a spiral bandage compressing the superficial veins in 
order to determine whether cramping, which indi- 
cates that the communicating veins or deep veins 
are not patent, will occur under such pressure. 

The authors describe a new test which reveals 
not only incompetency of the valves of the internal 
saphenous vein, but also incompetency of the valves 
of veins communicating between the superficial and 
deep systems of veins. It locates the level of the 
leaks between the deep and superficial systems and 
aids in planning the treatment and determining the 
danger of recurrence. It is made as follows: 

The patient having disrobed sufficiently to expose 
the thighs and legs, the degree of prominence of the 
varicose veins when he stands is noted by a seated 
observer. It is essential for the observer to have a 
good light behind him which is directed toward the 
area of the room immediately in front of him. It is 
important also for him to be seated on a low chair or 
stool so that his horizontal plane of vision will be not 
much higher than the hips of the patient and he will 
have a good view of the patient’s lower extremities. 
The patient walks to and fro in front of the ob- 
server, who carefully notes any changes in the size 
of the veins as compared with their size in the 
standing position (Fig. a). As the patient walks, 
the veins usually become less prominent because of 
an efficient pumping action by the muscles on the 
deep veins. After he has passed in review several 
times in this fashion, a tourniquet of thin rubber 
tubing is tied around the upper third of the thigh 
sufficiently tightly to compress the superficial veins 
(Fig. b). The patient then walks at the same rate of 
speed over the same course as before, and the ob- 


server notes the relative size of the veins as compared 
with their size when he walked without the tourni- 
quet. As a rule the prominence of the varicosities 
is reduced from 50 to 75 per cent of their promi- 
nence when he walks without a tourniquet. The 
reduction is due to the fact that the circulation in 
the superficial system at the level of the tourniquet 
is inhibited and the blood cannot flow backward 
from the femoral vein through the long saphenous 
vein past this level. The action of the muscles on 
the deep veins in walking pumps the blood more 
efficiently toward the heart. It milks the superficial 
system free from its contents below the tourniquet, 
with the result that the veins become less prominent 
on the surface. On its removal from the upper third 
of the thigh the tourniquet is applied at the middle 
third sufficiently tightly to obstruct the flow of 
blood in the superficial veins (Fig. c). The patient 
then walks again and the prominence of the veins in 
the legs is compared with their appearance when he 
walked without the tourniquet and with the tourni- 
quet applied around the upper third of the thigh. 
Similarly, the patient walks with the tourniquet 
around the lower third of the thigh (Fig. d). Fre- 
quently it is observed that when the improvement 
in appearance is only moderate with the tourniquet 
around the upper third of the thigh it is marked 
when the tourniquet is around the lower third. 

Thus the veins of the leg are observed with the 
patient under 5 conditions: (1) standing still, (2) 
walking without a tourniquet, (3) walking with the 
tourniquet applied around the upper third of the 
thigh, (4) walking with the tourniquet applied 
around the middle third of the thigh, and (5) walk- 
ing with the tourniquet applied around the lower 
third of the thigh. 
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In 40 per cent of cases improvement is greatest 
when the patient walks with the tourniquet around 
the lower third of the thigh. When the tourniquet 
is around the middle or the upper third of the thigh 
it is less marked, but even then is more marked than 
when the patient walks without a tourniquet. The 
most frequent finding is that there is no difference in 
the size of the veins when the tourniquet is in any 
one of the 3 positions, yet there is definitely more 
improvement when the tourniquet is around the 
thigh than when it is not. The least frequent find- 
ing is that there is no improvement with the tourni- 
quet or that the veins are more prominent when the 
tourniquet is around the thigh than when it is not. 

In cases in which the greatest improvement is 
seen when the tourniquet is around the lower third 
of the thigh, some variable must account for the 
fact that the improvement is greater under these 
conditions than when the tourniquet is around the 
upper third of the thigh. This further improvement 
indicates not only that the retrograde flow through 
the saphenous vein comes through the main opening 
into the femoral vein, but also that below the highest 
application of the tourniquet there is a backward 
flow which is caught when the tourniquet is moved 
lower. This backward flow is undoubtedly through 
incompetent communicating veins between the 
superficial and the deep system of the thigh. 

In cases in which the test shows the greatest 
improvement when the tourniquet is around the 
lowest third of the thigh the authors ligate high to 
prevent recurrence, inject a sclerosing solution into 
the distal segment at the time of the ligation, and 
subsequently ligate lower to obtain the benefit of 
complete interruption of the flow in the long saphe- 
nous vein, even of that through incompetent com- 


municating veins below the main opening of the 
saphenous into the femoral vein. 

In the cases in which the test shows as great im- 
provement when the tourniquet is high as when it is 
low they merely ligate and section the internal 
saphenous at its upper end and inject a sclerosing 
solution into the distal stem. 

In conclusion the authors make the statement that 
they are convinced of the value of the following 
observations: 

1. If the described test shows that the communi- 
cating veins between the superficial and the deep 
system are markedly incompetent and high ligation 
is done, the patient is benefited somewhat, but little 
more than when a sclerosing solution is injected into 
the veins of the calf without ligation. 

In cases in which this condition exists, low liga- 
tion gives by far the greatest immediate improve- 
ment. Since, as many authorities maintain, fewer 
recurrences through collateral veins follow high 
ligation, high ligation should be done, and, in addition 
to this procedure, low ligation may be done for the 
optimum effect and to prevent recurrence through 
communicating veins. 


Westerborn, A.: Fatal Pulmonary Embolism in 
Sweden Following the Injection Treatment of 
Varicose Veins (Das Resultat der Nachunter- 
suchungen der in Schweden toedlich verlaufenen 
Lungenemboliefaelle nach Injektionsbehandlung 
mit Varicen). Zentralbl. f. Chir., 1936, p. 2011. 


Westerborn found that among 30,000 cases of 
varicose veins which were treated by injection, death 
occurred in 11 and severe pulmonary embolism with 
recovery in 5. This mortality rate (0.037 per cent) 
is higher than that given in the literature. 
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Quinine-urethane is used chiefly for varicose in- 
jections in Sweden and was responsible for most of 
the embolisms which were observed (13 of the 16). 
Embolism occurred after the injection of sodium 
salicylate in 2 cases and after the injection of glucose 
solution in 1 case. Elderly persons were affected 
mostly. 

About 1,200 cases were treated by high ligation 
of the saphenous vein and injection. In this group 
there were 4 embolisms, and a mortality of 0.34 per 
cent, which is very high. 

In the discussion JOHANSSON reported an interest- 
ing case of a corpulent forty-five-year-old man: No 
injection had been given him. Suddenly while 
dressing, he was overtaken with severe pulmonary 
embolism. 

Great care must be taken in drawing conclusions 
in these cases, as the cause of embolism is not always 
clear. (E. Gtass). Leo M. Zimmerman, M.D. 


Hindmarsh, J., and Sandberg, I.: Late Results 
Following Embolectomy of the Peripheral 
Arteries (Spaetresultate nach Embolusentfernun- 
gen aus peripheren Arterien). Svensk Lékartidn., 
1936, p. 1083. 

Key performed the first embolectomy in Sweden 
in 1912. Since that time 45 interventions for ob- 
structive emboli in the large vessel of the limbs have 
been carried out in 40 patients at the Maria Hos- 
pital in Stockholm (30 by Key). The average inci- 
dence of the operation (3 to 5 per year) shows a 
definite increase from the year 1912 to 1934, which 
is evidence that physicians are arriving at the proper 
diagnosis more promptly and the patients are there- 
fore coming to operation earlier. Of the 14 males 
and 26 females in this series, the youngest was eight 
years old, while the oldest was eighty. In 77 per 
cent chronic cardiac disease was the cause of the 
embolus. The operative results in the upper ex- 
tremity were better than in the lower, which fact 
is due partially to the greater collateral circulation in 
the arms (Key). In 4 cases of embolectomy of the 
axillobrachial artery good results were obtained. 
(Re-establishment of the circulation without loss of 
the extremity is considered a good result.) In 1 case 
of embolectomy at the aortic bifurcation the results 
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were good also. Operation was carried out for 
emboli in the common and external iliac arteries ii, 
1o cases. A good result was obtained in only :. 
Six of the patients died, 2 in spite of a seeming] 
successful operation. Amputation was performed o:, 
3 patients because of gangrene, and 1 of them is no\, 
living, five years after the operation. 

In 16 cases the embolus lodged in the commo; 
femoral artery, and in 7 of these the result of opera- 
tion was good. Six of the patients died, 2 in spite of 
the fact that good circulation had been obtained. 
In 3 cases amputation was done for gangrene; 1 of 
the patients died, and 1 with a bilateral amputation 
is still being treated. Operation for an embolus in 
the superficial femoral artery was done in 6 cases; 
5 of the patients died soon after the operation. In 
the last case amputation was performed and the 
patient died one and one-half months after the 
operation. Seven embolectomies were carried out 
for popliteal embolism. Good results were obtained 
in 3 cases, and there was 1 early postoperative 
death. Three of the patients required amputation 
and are living today, three, five, and fifteen years 
later, respectively. A good result was secured in 
the single case of embolus in the posterior tibial 
artery. 

The significance of early operation is indicated by 
the finding that 45 per cent of the cases operated 
upon within ten hours following lodgment of the 
embolus were cured. Normal circulation could be 
restored in but 21 per cent of the cases operated upon 
after ten hours. Of the patients who left the hospital 
with restored circulation and useful limbs, 16 could 
be followed. Three died (without further data), and 
6 maintained normal circulation up to the time of 
their death. The 7 others were examined, 1 seven- 
teen years after operation, and 1 (the most recent) 
3 months after operation. The results were good 
in 6 patients, but 1 revealed marked cardiac decom- 
pensation and a disturbance of the circulation in 1 
leg which had been normal at the time of operation. 
The subjective symptoms had disappeared in all 
of the cases, although in some not until from one- 
half to a whole year had elapsed. Case reports are 
included in the article. 


(GertacH). C. Beck, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Foged, J., and Geill, T.: The Prognostic Importance 
of Pre-Operative Electrocardiograms and 
Roentgenological Examination of the Heart (Die 
prognostische Bedeutung von praeoperativer Elek- 
trokardiographie und Roentgenuntersuchung des 
Herzens). Acta chirurg. Scand., 1936, 79: 35. 


The authors took pre-operative electrocardio- 
grams and roentgenograms of the heart in 428 pa- 
tients. They found that clinically latent heart dis- 
ease Was present in a great many cases in which 
active therapy could be instituted if required. 

In the group of 253 patients with normal electro- 
cardiograms and roentgenograms, the postoperative 
mortality from heart failure was 1.1 per cent; and 
in the group of 100 patients with abnormal electro- 
cardiograms and roentgenograms, but in which the 
clinical condition of the heart was the same as in 
the former group, the mortality was 11.8 per cent. 

These studies show that by more precise pre- 
operative examination of the heart it is possible to 
judge the operative risk more accurately and select 
the material accordingly or modify the plan of 
operative treatment. 

In certain instances (coronary sclerosis, myo- 
cardial degeneration) examination contra-indicates 
operative treatment unless it is absolutely necessary. 


Geill, T., and Lassen, H. K.: Postoperative Electro- 
cardiographic Investigations. Acta chirurg. 
Scand., 1936, 79: 145. 

In the cases of 30 patients operated on for surgical 
diseases in which the electrocardiograms before 
operation had shown degenerative changes, a dis- 
appearance or decrease of the changes could fre- 
quently be proved after operation. This improve- 
ment seemed to be most constant in the cases in 
which the fundamental surgical disease had been of 
an infectious nature and, more especially, when it 
affected the gall bladder and bile ducts. The elec- 
trocardiograms became normal in 9 of ro cases of 
disease of the gall bladder and bile ducts. However, 
a follow-up examination of 23 patients suffering 
from surgical diseases who had not been operated 
on showed that in these cases the electrocardiogram 
also became normal if the infectious disease sub- 
sided spontaneously, 


Macfarlane, R. G.: Fibrinolysis Following Opera- 
tion. Lancet, 1937, 232: 10. 


A small quantity of blood taken immediately 
after cholecystectomy led to the observation of a 
curious phenomenon. The blood had been allowed 
to clot in a centrifuge tube and was left overnight 
at 37° C. in order that the serum might be obtained 
when retraction was complete. The next morning, 


however, it was found that the blood was quite fluid 
and trace of the clot, which had been perfectly firm 
the evening before, had disappeared. 

In a recent article Yudin described the Russian 
method of transfusion wtih blood obtained from 
corpses. Stress was laid upon the fact that blood 
from persons meeting sudden or violent death was 
particularly useful. If the blood was withdrawn 
soon after death in these cases, it was found that, 
though coagulation took place in the ordinary way, 
the blood returned to the fluid state in the course 
of an hour or two, the clots having apparently dis- 
solved. Since there was no further tendency to 
coagulate, the addition of anti-coagulants was not 
required, and the blood could be preserved in this 
state almost indefinitely and used for transfusion 
when needed. 

Since the fibrinolysis observed by the Russians 
was believed to be associated with the profound 
shock experienced before death, the question arose 
as to whether this fibrinolysis occurred, possibly in 
a lesser degree, in living persons who had suffered 
accidental trauma, or undergone surgical operation. 
The present article is a report of the admittedly 
incomplete and elementary experiments with which 
this investigation has been begun. 

In his experiments the author selected patients 
undergoing surgical operations as the best subjects 
to begin with, since their blood could be tested im- 
mediately before and immediately after the trauma, 
and accurate control could be maintained. The 
anesthetic, of course, introduced a variable factor, 
but by choosing a series of cases with inhalation, 
spinal, and local anesthesia, the author believed that 
the effects of the anesthetics could be determined 
and eliminated. 

At first attempts were made to repeat the original 
observation. Blood was obtained by venipuncture 
before and after operation in about 20 cases, and 
allowed to clot in centrifuge tubes. These tubes were 
then incubated at 37° C. and the contents examined 
in twenty-four hours. In 2 cases complete lysis had 
occurred at the end of this time in the postoperative 
blood. In 1 of these cases the blood had been taken 
from a woman who had had an operation for chole- 
cystectomy; in the other, from a woman who had 
had a needle removed from her hand under a local 
anesthetic. 

In a large proportion of the remaining cases, the 
clots in the postoperative blood appeared to be more 
friable than those in the pre-operative blood, though 
there was no definite evidence of lysis. The method 
was unsatisfactory, as the turbidity of the fluid made 
it impossible to see the state of the clot without 
interfering with it. It was therefore decided to 
experiment with recalcified citrated plasms. Blood 
was obtained before and after operation, as in the 
previous series, but was immediately citrated by the 
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addition of one-tenth of its volume of from 3 to 8 
per cent sodium-citrate solution. It was then 
centrifuged at slow speed for ten minutes and the 
plasma removed by a pipette. Four cubic centi- 
meters of the plasma was recalcified in each case by 
the addition of 1 c.cm. of from 1 to 18 per cent 
calcium-chloride solution, and the tubes containing 
the clots were incubated for twenty-four hours at 
37° C., as before. In 2 of 22 cases examined in this 
way complete lysis occurred during the period of 
incubation, in 1 after nephrectomy, and in the other 
after excision of an epithelioma on the back. Both 
patients were males and both had had general 
nitrous-oxide-oxygen and ether anesthesia. 

In the remaining 20 cases the signs of lysis were 
indefinite; in the majority the clots in the postopera- 
tive blood were more fragile and the serum was 
more turbid than the clots and serum in the pre- 
operative blood. However, the results were incon- 
clusive, and the author decided that a method of 
measuring the exact degree of lysis after a definite 
period of incubation was required. His attempt to 
overcome this difficulty led to the production of 
what appears to be a delicate and satisfactory meth- 
od of demonstrating fibrinolysis. 

In 22 of a total of 29 cases complete lysis of the 
clots in the postoperative blood occurred in twenty- 
four hours. In 2 of the remaining 7, lysis was more 
marked in the postoperative blood than in the con- 
trols, and in 5 no lysis occurred during the period 
of incubation employed. 

Experiments were then performed to ascertain, if 
possible, the nature of the lysis. Bacteria do not 
appear to play a part, as cultures of the fluid in 
which lysis had occurred were sterile. Whether 
this rapid lysis is merely an acceleration of the 
normal aseptic lysis, which is regarded by Nolf as 
the natural sequel to coagulation, remains to be seen. 

M. SALMONSEN. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Gissel-Ehrlich: The Clinical Aspects and Therapy 
of Occupational Injuries Due to the Light 
Metals (Zur Klinik und Therapie der Leichtmetall- 
verletzungen). Zentralbl. f. Chir., 1936, p. 2668. 


The light metals are finding wider and wider usage, 
especially in the aeroplane industry, and in the Ro- 
stock region a new disease-picture is being observed. 
In the injuries caused by the light metals (dural, 
hydronalium, elektron) tissue changes which differ 
from those caused by the long-known heavy metals 
are found. By and large, there are 3 disease-pic- 
tures: (1) local inflammation after from one to three 
days, abscesses, phlegmons, and panaritia; (2) no 
definite local inflammation, but painful swellings of 
the skin and subcutaneous fat tissue from the size of 
a lentil to that of a German mark, which last for 
weeks; (3) inflammatory skin diseases (eczema 
furunculosis) which appear only after from three to 
six months. 
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Bacteriological examination of small bits of the 
light metals show that in contrast to the various 
other types of metals (iron, steel, copper, tin), the 
light metals carry an extraordinarily large amount of 
bacteria. It cannot be determined whether the 
corrosion layer of the light metal, consisting of 
oxyd, hydro-oxyd, and carbonate, is responsible for 
the bacteria. A healing ointment called dural salve 
at the aeroplane works, consisting of liquor alumini 
aceto-tartarici 5.0, balsamum peruvianum 10.0, 
lanolin 10.0, Past. zinci salicyl. ad 100.0, has proven 
very valuable. 

Since the wounds are given an immediate special 
cleansing, washed out with hydrogen-peroxide- 
rivanol, and covered with dural salve, severe com- 
plications have become rare. 

(E. Gtass). Joun W. BRENNAN, M.D. 


Frei, W.: The General Biology of Anaerobic Bac- 
teria, and the General and Comparative 
Pathology of Anaerobic Diseases (Allgemeine 
Biologie der anaeroben Bakterien und allgemeine 
und vergleichende Pathologie der Anaeroben- 
krankheiten). Ergebn. d. Path., 1936, 31: 1. 


The general biological characteristics of the 
anaerobic bacteria and of the human and animal dis- 
eases which they produce are discussed in detail 
from the clinical and pathologico-anatomical stand- 
point. The author describes the most important 
anaerobes, their occurrence in general, in food, and 
in the body, together with their requirements for 
growth and culture. Special consideration is given 
to the metabolism and respiration. After discussing 
the resistance of the anaerobes to unfavorable in- 
fluences, such as increased temperature, the oxygen 
of the air, oxydizers, and reducing agents, particu- 
larly to cyanogen, the author describes in detail the 
diseases induced by them. For the development of 
these diseases there are certain prerequisites with 
regard to the organs as well as to the infecting 
bacteria. The grade of virulence and pathogenicity 
of the bacteria, and the disposition and resistance 
of the host are of importance. An important rdéle 
is played by the metabolic products of the infecting 
bacteria or spores, and by symbiosis with other 
anaerobic or aerobic bacteria. Physiologico-chemi- 
cal changes, interruption of the oxygen supply and 
the circulation of blood, and alteration of the 
reduction-potential which improves the conditions 
for the invading bacteria take place in dirty, lac- 
erated, necrotic, or crushed infected tissues. The 
bacteria enter the body through wounds of the skin 
and mucosa and through the gastro-intestinal 
tract. The anaerobes in the invaded organism may 
either be killed off, increase in number and produce 
disease, or lie quiescent to become virulent at some 
later period. Regarding the classification of ana- 
erobic diseases, there are, first, those which cause 
severe disturbances in the local tissues, such as 
gas-gangrene, anthrax, malignant edema, para- 
anthrax, and necrosis; and second, those which 
injure the nervous system chiefly, producing tetanus 
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and botulism. The pathogenetic and pathologico- 
anatomical changes caused by these diseases in man 
and animals are reviewed comprehensively by the 
author. In conclusion he discusses the epidemic 
aspects of these diseases. 

(H. Gross). JoHN W. BRENNAN, M.D. 


ANESTHESIA 


Woodbridge, P. D.: Pre-Operative Estimation of 
the Anesthetic and Surgical Risk. Am. J. 
Surg., 1936, 34: 410. 

For an approximate estimation of the anesthetic 
risk technically difficult or laborious procedures are 
usually unnecessary. Four of every 5 dangerous 
conditions will be detected and clues to the fifth 
will be obtained from minimai data concerning the 
patient’s age, strength, glycogen reserve, cardio- 
vascular symptoms, urine, and hemoglobin content 
of the blood. These determinations require but 
brief inspection and questioning and some degree of 
medical experience and judgment in addition to 
simple laboratory tests. However, the further 
details of the history and the findings of physical 
examination, special examinations, and laboratory 
tests should usually be available and should always 
be obtained when the minimal data indicate that 
they may be helpful. 

With the exception of chloroform, any of the 
commonly used anesthetics and methods of in- 
ducing anesthesia is reasonably safe for almost 
every patient. However, the pathological state of 
the patient is only one of the hazards of the operat- 
ing room. Fully as important in the ultimate out- 
come are the surgeon and the anesthetist. The 
former obviously has abundant opportunity to run 


into trouble, and carelessness or poor training of 


the anesthetist may result in a patient’s death when 
every other circumstance favors complete recovery. 
The anesthetist may administer ether too rapidly 
and thus induce respiratory complications. He 
may fail to observe or evaluate the signs of shock or 
to institute measures to combat it. He may permit a 
spinal anesthetic to run too high and fail to ad- 
minister artificial respiration. He may permit a 
respiratory obstruction to develop with resulting 
complications or death, immediate or late. Every 
general hospital should provide a place for, and 
every surgeon should see that his patients have the 
services of, a competent anesthetist. It may even 
be said that the skill of the anesthetist is the most 
important factor in the determination of the 
anesthetic risk. J. THORNWELL WITHERSPOON, M.D. 


Thalheimer, M.: The Induction of Anesthesia by 
the Intravenous Injection of Methyl-Allyl 
Iso-Propyl Barbituric Acid (Anesthésie par 
injections intraveineuses d’acide 1 méthyl 5, 5 allyl 
isopropyl barbiturique). Anes. et anal., 936, 2: 560. 


Although the author prefers inhalation anesthesia, 
he was obliged to use intravenous anesthesia in his 
station in North Africa. He reports the use of a new 


product, narconumal, an alcoholic derivative of 
numal, which he has employed in about 500 cases. 
He reviews the development of this product and 
gives its chemical formula. 

Preliminary studies showed that the lethal dose 
for dogs is about 12 ctgm. per kilogram of body 
weight injected in from two to three minutes. The 
anesthetic dose varies from 1 to 5 ctgm. per kilo- 
gram of body weight. The rapidity of the injection 
was found to be of great importance. A dose of 10 
ctgm. per kilogram of body weight was lethal when it 
was injected in half a minute, but tolerated when it 
was injected in three minutes. In man, loss of con- 
sciousness occurs after the injection of from 2 to 4 
c.cm. of the prepared solution. As the injection is con- 
tinued, the reflexes next disappear. The respirations 
then become deep and sighing, and there is a mode- 
rate acceleration of the pulse with a slight fall in the 
blood pressure. No unfavorable effects on the kid- 
neys have been noted. 

Twenty minutes before operation, a subcutaneous 
injection of morphine or pantopon is given. Two 
grams of the powder are dissolved in 20 c.cm. of dis- 
tilled water. The injection is made at the bend of 
the elbow very slowly, the maximum amount given 
being 2 c.cm. per minute. The patient is requested 
to count aloud during the injection. Ordinarily he 
ceases counting between 30 and 50. Withdrawal of 
blood into the syringe must be avoided as the alka- 
line solution causes hemolysis. As soon as the pa- 
tient is asleep it is important to watch his ocular 
reflex. Cyanosis may be corrected by holding the 
lower jaw up or by the administration of several 
inhalations of carbon dioxide to stimulate respira- 
tion. It is absolutely necessary to have an assistant 
available to hold the jaw while the anesthetist slowly 
continues the intravenous injection. Anesthesia 
lasting for as long as two and a quarter hours has 
been obtained. In several cases as much as 30 c.cm. 
(3 gm.) of the anesthetic has been used, but in gen- 
eral the quantity should not exceed 20 c.cm. (2 gm.) 
It is important to suit the dose to the patient 
rather than to the operation. An operation for extra- 
uterine pregnancy was performed with the use of | 
only 4 c.cm. of the anesthetic. Each patient seems 
to have an ‘anesthetic level.’’ When this is reached, 
only a few more drops of the solution are needed for 
surgical anesthesia. 

In the first 424 operations performed under anes- 
thesia induced with narconumal, pulmonary compli- 
cations were completely absent. Postoperative vom- 
iting occurred in only 35 cases and urinary reten- 
tion in only 12. In all of. the latter the operation 
was performed for hemorrhoids. There was 1 imme- 
diate death, that of a patient with cancer of the floor 
of the mouth who, the author states, should not have 
been operated upon, but begged that something be 
attempted for him under general anesthesia. There 
were 6 late deaths—all from causes other than the 
anesthesia. One occurred on the third, three on the 
eighth, 1 on the thirteenth, and 1 on the twenty- 
second day. Thrombosis of the vein and prolonged 
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coma occurred in occasional cases. Supplementary 
inhalations of ether or nitrous oxide can be given 
very easily if necessary. After operation the patient 
may wake in half an hour or may sleep for from 
twelve to twenty-four hours. 

In conclusion the author states that a complete 
and lasting anesthesia can be obtained easily with 
narconumal because its toxicity is low, but for the 
avoidance of accidents it is necessary to follow the 
technique he outlines very carefully. 

Max M. M.D. 


Lundy, J. S.: Intravenous Anesthesia. Am. J. 
Surg., 1936, 34: 559- 

Intravenous anesthesia began with the use of 
chloral hydrate in 1872 by Ore of Lyons, France. 
Then followed the use of hedonal, ether and chloro- 
form, paraldehyde, isopral, magnesium sulphate, 
ethyl alcohol, somnifene, ipral, pernocton (pernos- 
ton), allonal, avertin, sodium amytal, pentobar- 
bital sodium (nembutal), evipal soluble, pentothal 
sodium, eunarcon, and narconumal. Of these agents, 
pentothal sodium seems to be the most promising. 
The use of a 5 per cent solution administered slowly 
and intermittently as needed after the principle of 
the use of ether by the drop method is recommended. 
A “cotton butterfly”? attached to the upper lip indi- 
cates whether the air passage is patent and func- 
tioning. 

In the period from June 18, 1934, to November 1, 
1936, intravenous anesthesia induced with pentothal 
sodium was employed at the Mayo Clinic in 3,613 
cases. In 1,395 of the latter, drugs said to be respira- 
tory stimulants were added to the anesthetic solu- 
tion in the syringe. This was done especially in 
cases in which preliminary medication was given. 
The preliminary medication consisted usually of the 
administration of 1.5 gr. (0.097 gm.) of pentobar- 
bital sodium by mouth the night before the opera- 
tion, and of % gr. (0.01 gm.) of morphine sulphate 
and 1/150 gr. (0.0004 gm.) of atropine hypoder- 
mically one hour before operation. The syringe 
recommended has a 20-c.cm. capacity and an 
eccentric tip, and the needle, which should be 20 
gauge and 1% or 1% in. in length, has a moderately 
short bevel. 

It is safer to take thirty seconds to induce the 
anesthesia than to induce it in ten seconds. Avoid- 
ance of hurried induction will be aided by requesting 
the patient to count aloud about 1 count per second. 
In deep anesthesia respirations are shallow; in light 
anesthesia they are deeper. The largest dose used 
in any of the reviewed cases was 35 gr. (2.3 gm.), 
and the longest time of operation three and a half 
hours. 

Atropine is the most important drug to be used 
in preliminary medication as it keeps the throat 
dry. Ambulatory patients should not be left alone 
after the administration of pentothal sodium until 
they are able to walk without staggering. A few 
patients have displayed certain undesirable reactions 
to the anesthetic, such as tremor, sneezing, cough- 
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ing, or hiccuping. In almost all instances these occur 

in the induction period rather than during the period 

of maintenance, or at least they do not begin unti! 

_ the administration of the first 0.5 gm. of the 
rug. 

Cases in which intravenous anesthesia seems to 
be of the greatest advantage are those in which 
painful packs are to be removed or spinal puncture 
is to be done. However it should be used only if 
dyspnea is not present and the respiratory passage 
is free and of normal patency throughout. 

Some patients will answer questions during the 
operation but remember no pain. In certain diag- 
nostic and prognostic tests pentothal sodium has 
been used to raise the temperature of the extremities 
to the maximum. In many cases of hypertension 
the blood pressure can be temporarily reduced to 
a greater or less degree by means of this drug. This 
effect may assist the clinician in deciding whether 
or not a case is suitable for surgical treatment of the 
hypertension. In rare cases, the blood pressure be- 
comes elevated on administration of the drug. 

Some patients show considerable resistance to the 
induction of anesthesia with pentothal sodium, but 
as a rule this occurs only when preliminary medica- 
tion has not been given or has been administered for 
so short a period prior to the administration of the 
anesthetic that it has not been effective. 

The values for blood sugar and blood urea were 
determined in a representative group of cases by 
Betlach and Tovell. It was found that the concen- 
tration of blood sugar is raised appreciably by 
pentothal sodium, as it is by other derivatives of 
barbituric acid. However, the difficulty of con- 
trolling the metabolism of carbohydrates in cases of 
diabetes in which the drug has been administered 
has not been increased materially. The variation in 
the concentration of blood urea before and after the 
anesthesia is negligible. 

The use of pentothal sodium intravenously is 
recommended for cases in which convulsions appear 
during general anesthesia, and for those in which 
convulsions occur as the result of poisoning brought 
about by local anesthetics. 


Lundy, J. S., and Tuohy, E. B.: Regional Anes- 
thesia; Agents and Methods. Am. J. Surg., 
1936, 34: 511. 

The authors consider procaine, also called “‘novo- 
cain” and ‘‘neocaine,” the most valuable of all the 
local anesthetic agents because of the relative infre- 
quency of untoward results attending its use. How- 
ever, it is not a good surface anesthetic. For surface 
anesthesia other agents have been synthesized. 
Among these are pontocaine; a drug known in Eu- 
rope as “percaine”’ and in America as “nupercaine’’; 
and metycaine. In addition to being a surface anes- 
thetic, pontocaine is capable of producing prolonged 
local and spinal anesthesia. It is about 10 times as 
potent, and therefore 10 times as toxic, as procaine. 
The authors are of the opinion that, next to pro- 
caine, metycaine is the most promising because it 
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will produce surface anesthesia, local anesthesia, and 
spinal block anesthesia. It is not so toxic as nuper- 
caine or pontocaine, but its effect lasts a little longer 
than that of procaine. 

Vasconstrictors are often used to advantage with 
local anesthetics. Among the former are epinephrine 
or adrenalin, ephedrine, and cobefrin. The formulas 
and physiological effects of these agents are similar. 
From the standpoint of local hemostasis, epineph- 
rine is the most useful for admixture with a solution 
of local anesthetic for the infiltration of tissue. 
Ephedrine does not satisfy the demands of this 
phase of local anesthesia. On the other hand, epi- 
nephrine is not equal to ephedrine in sustaining the 
blood pressure during spinal anesthesia. For hemo- 
stasis, cobefrin is the equal of epinephrine but not of 
ephedrine. 

The barbiturates used in connection with local and 
regional anesthesia are of value as they bring the pa- 
tient to a condition in which he is not apprehensive 
and forms within his body little more than the nor- 
mal amount of epinephrine. 

A review made at the Mayo Clinic disclosed that 
in a period of four years the number of patients who 
were given local anesthetics was greater than the 
number who were subjected to any other one agent 
or method of anesthesia. Various methods of block 
anesthesia are employed at the Clinic. Of these, the 
authors find brachial plexus block the most difficult 
to use. Cervical block is employed in a certain num- 
ber of cases, but not in so large a number now as 
before the introduction of Magill’s intratracheal 
method of administering a general anesthetic. Field 
block and infiltration of tissue is performed year in 
and year out because this procedure affords good 
anesthesia in a high percentage of cases. Sacral 
block is frequently done because many operations 
are performed in the Clinic for anal and rectal con- 
ditions. For anal operations sacral block is without 
doubt the best method of inducing anesthesia. This 
has been true especially since the development of 
various preparations which are useful for preliminary 
medication, particularly pentobarbital sodium, or 
nembutal. Spinal anesthesia is used frequently and 
with considerable satisfaction, but is not employed 
when the patient is markedly debilitated. Splanch- 
nic anesthesia, induced through the posterior ap- 
proach of Kappis, has not been sufficiently satisfac- 
tory (successful in 48 per cent of cases) to warrant 
its use except in unusual cases. When block anes- 
thesia of a digit is desired, a wheal is produced on the 
dorsum of the member and injections are made 
around the finger at a point proximal to the site of 
operation. For operations on the neck, deep block 


anesthesia is satisfactory. Superficial cervical block 
also provides good anesthesia and can be established 
very simply by infiltrating the tissue between the 
skin of the neck and the superficial surface of the 
sternocleidomastoid muscle. 

Procaine is used extensively for spinal anesthesia 
and other types of regional anesthesia such as sacral 
block, cervical plexus block, and abdominal wall 
block. Vasoconstrictor drugs such as epinephrine 
and cobefrin are employed to prolong its action, and 
in spinal anesthesia ephedrine is used to help sustain 
the blood pressure. Barbiturates are administered 
prior to the use of procaine because of their sedative 
and antispasmodic action. The technique of the in- 
duction of spinal anesthesia and numerous regional 
anesthetic procedures is described, and the indica- 
tions for such methods are stated. 


Magill, I. W.: Endotracheal Anesthesia. Am. J. 

Surg., 1936, 34: 450. 

The maintenance of a free airway has long been 
recognized as the first principle of general anesthe- 
sia, and the danger of complete laryngeal obstruc- 
tion has always been obvious. On the other hand, 
the cumulative effects of partial respiratory obstruc- 
tion have been frequently overlooked and it is not 
improbable that many of the surgical difficulties, 
postoperative complications, and even fatalities at- 
tributed to the anesthetic have been due primarily 
to an imperfect airway. 

Endotracheal anesthesia should be attempted only 
when the necessity for it has been carefully consid- 
ered. It is of advantage because it gives the anes- 
thetist complete control of the airway, it places no 
burden on the respiratory mechanism, it permits a 
lighter and more even anesthesia, blood can be kept 
from entering the trachea, the anesthetist is clear of 
the field of operation, the surgeon is protected from 
the patient’s exhalations, suction can be employed 
in certain thoracic operations, and the anesthetic 
can be confined to one lung, the other being left in a 
state of collapse. 

Its disadvantages are that the anesthetist must 
be a skilled intubationist, and instrumentation car- 
ries some risk of trauma. In pharyngeal operations 
the tube may encroach on the surgical field. 

This method is contra-indicated in acute mas- 
toiditis; acute inflammatory disease or new growth 
close to the vocal cords; operations for toxic goiter 
except when there is extreme pressure on the 
trachea; and thoracoplasty. 

The necessary equipment and the technique of 
intubation are described in considerable detail. 

GrorcE A. Cottett, M.D. 
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ROENTGENOLOGY 


Guercio, F., and Lo Monaco, G.: A Roentgenkymo- 
graphic Study of the Respiration in Pregnancy 
and the Puerperium (Studio radiochimografico 
della respirazione in gravidanza e in puerperio). 
Radiol. med., 1936, 23: 976+ 

The history of roentgenkymography and its 
application to the study of the movements of various 
organs is briefly reviewed. 

By means of roentgenkymography the authors 
have investigated the mechanical factors of respira- 
tion in pregnancy and during the puerperium. This 
was done to ascertain the truth of the assertion that 
pregnant women have an increased susceptibility 
to pulmonary tuberculosis and other lung infections 
because of impaired mechanical respiration. 

Kymograms of a series of normal cases showed a 
diminished excursion of the right cupola of the dia- 
phragm with a compensatory increase in excursion 
of the left diaphragm and the lower six ribs on both 
sides. They believe that the mechanical respiration 
is fully compensated. In patients with very large 
abdomens due to twin pregnancy or hydramnios 
the diaphragmatic excursion may be greatly limited 
but there is compensation through increased lateral 
excursion of the ribs. In 1 patient with cardiac 
disease the ribs were stationary but the diaphragm 
showed increased excursion. 

It is concluded that susceptibility to respiratory 


infection is not due to impairment of the mechanical 
factors of respiration. SypNEy E. Jonson, M.D. 


RADIUM 


Pack, G. T.: A Plan for the Treatment of Cancer 
with Small Quantities of Radium. Arch. Surg., 
1936, 33: 940. 

For the person contemplating the organization of 
a tumor clinic in a general hospital, the author here- 
with presents some exceptionally valuable informa- 
tion. He outlines the minimum requirements in 
radium and radium equipment for various types of 
communities. The radium specifications are mi- 
nutely described; the strength, distribution, and 
filtration of the various containers as well as the 
costs are given and discussed. 

It is pointed out that the minimal quantity of 
radium necessary for a tumor clinic depends upon 
the population of the city, the death rate from 
cancer, the estimated number of cases of cancer in 
the community, the number of beds in the hospital, 
and the prospective rate of growth. The Josephine 
Lendrim Tumor Clinic of Paterson, New Jersey, for 
instance, is associated with a 325-bed hospital locat- 
ed in a city of 150,000 inhabitants. In order to have 
adequate and flexible distribution it was necessary 
to use a minimum of 130 mgm. of radium supple- 


mented by high-voltage x-ray equipment with a 
200 kv. therapeutic unit at from 20 to 30 ma. The 
radium could be used in the treatment of the skin, 
lips, tongue, tonsils, antrum, larynx, cervix, and 
uterus, as well as for interstitial irradiation in car- 
cinoma of the stomach, colon, rectum, bladder, 
prostate and breast. 

Pack recommends the use of Sluys individual cells 
and 130 mgm. of radium. His specifications are as 
follows: 


SPECIFICATIONS FOR RADIUM (130 MGM.) AND CON- 
TAINERS FOR TUMOR CLINIC, WITH ESTIMATE OF COST 


All the radium is furnished in platinum cells 11.5 
mm. in length, 1 mm. in external diameter, and 0.2 
mm. in wall thickness. 

Radium Content 
No. of Cells per Cell Total No. of Mgm. 
14 3.33 Mg. 40.62 
63 1.33 mg. 83.79 


130.41 
14 Platinum cells. (The 14 cells containing 3.33 
mgm. each should be goldplated to dis- 
tinguish them from the 63 cells containing 
1.33 mgm. each), at $4.00 each 
63 Platinum cells, at $3.25 each 
6 Platinum-iridium tubes with bulldog eye, 
measuring 19.53 mm. in wall thickness, 
each to contain 4 of the foregoing cells, 
at $20.00 each 
1 Platinum-iridium tube with bulldog eye, 
measuring 19.5 mm. in external length, 
4.13 mm. in external diameter, and 12 mm. 
in internal length, to contain 8 cells 
3 Special screw-cap brass tubes of 1.5 mm. in 
wall thickness, 24 mm. in external length, 
and 4 mm. in internal diameter, 20 mm. in 
internal length, and 7 mm. in external di- 
ameter, at $2.50 each 
10 Small platinum-iridium (20 per cent) needles 
with 1 eyelet and removable trocar point 
(Treves needles), measuring 17 mm. in 
length, 1.65 mm. in external diameter, and 
0.3 mm. in wall thickness. Each to hold 
1 cell, at $10.00 each 
14 One-cell gold sheath needles with removable 
platinum-iridium points, at $4.80 each. . . 
8 Two-cell gold sheath needles with removabie 
platinum-iridium points, at $5.40 each. . . 
12 Four-cell gold sheath needles with removable 
platinum-iridium points, at $6.45 each. . . 
3 Brass plaques of varied sizes to hold the 
radium cells in the treatment of epitheli- 
oma of the skin, at $10.00 each.......... 
1 Tray or pack—distance applicator for radium 
—designed to contain the platinum-filtered 
radium cells 
10 Curie colpostats, at $0.85 each 
1 Flat vaginal applicator or spoon (Healy 
model) 
1 Bomb for surface irradiation of cervix 
(Bailey model) 
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@ 
$4,564.35 
$ 56.00 
204.75 
120.00 
| 23.00 
7-50 
| 100.00 
67.20 
43.20 
77-40 
30.00 
18.00 
8.50 
18.00 
25.00 
= 


1 Berven tonsil applicator for surface irradia- 
tion of tonsil 


45.00 
1 Intubation tube (O’ Dwyer model) for larynx 
—designed to hold radium cells within its 
Equipment for protection of radium workers... 250.00 


When 250 mgm. of radium can be obtained it is 
suggested that the removable-cell technique be used, 
and the radium be divided as follows: 


Platinym-iridium tube containing a plat- 
inum cell permanently sealed in the 
tube, and with a bulldog eyelet. The 
over-all length of the tube is 21.7 mm.; 
the wall thickness, o.5 mm. of platinum; 
the external diameter, 2.5 mm. This 
tube costs $20.00 and contains 26.64 
mgm. of radium (200 mc. destroyed 

4 Platinum-iridium tubes each containing a 
platinum cell permanently sealed in the 
tube. The over-all length of the tube is 
21.7 mm.; the wall thickness, o.5 mm. 
of platinum; external diameter, 1.9 
mm. Each tube costs $12.75 and con- 
tains 13.32 mgm. of radium (100 mc. 
destroyed hourly)... 

51 Platinum cells, 11.5 mm. long; a wall 
thickness of 0.2 mm. of platinum, each 
to contain 3.33 mgm. of radium...... 169.83 mgm. 


26.64 mgm. 


53.28 mgm. 


This equipment permits better distribution in the 
treatment of carcinoma of the cervix. 

The equipment for the protection of the ra- 
dium workers consists of an assembly table, an 
assembly forceps with lead hand shield, a hand car- 
rier for radium and radium applicators, and a con- 
tainer for individual platinum cells of radium. 

Both the capsules and the needles have a low 
radium content so that several days are required to 
deliver a cancerocidal dose. This method enables 
the radium therapeutist to give a much larger dose 
than would be possible with greater intensity, and 
is a distinct advantage. 

For the treatment of cancer of the skin a series of 
trays, plaques, and molds are described. The 
plaques vary from a minimal size of 1.8 sq.cm., with 
a radiation of 2 sq.cm. The filter or floor of the 
plaque is 2 mm. of brass, to which is added the 0.2 
mm. of platinum for the radium-bearing cells which 
fit into the brass plaque. The next size plaque has 
a radiating surface of 3.75 sq.cm., and the third size 
has a radiating surface of 7.0sq.cm. The radium- 
skin distance is 1 cm. for all 3 plaques. The dose 
varies from 700 mgm.-hr. with the smallest plaque 
to as high as 2,000 mgm.-hr. with the largest. 

The trays are larger applicators used at a distance 
of 3 cm. from the skin. They are also filtered with 
2mm. of brass which is supplemented by the filtra- 
tion strength of the radium cell. The trays give a 
greater depth dose than the small radium plaques. 
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Molds for the treatment of skin lesions are made 
from wax, the formula of which is 100 gm. of yellow 
wax, 100 gm. of paraffin fusible at 62° C., and 20 gm. 
of finely sifted sawdust. This mixture is melted 
into sheets 1 cm. thick. The wax can be readily 
softened at 48° C. and molded over the tumor until 
it hardens into a permanent mold. This wax can 
be made into various thicknesses, but from 1 to 1.5 
cm. is recommended by Pack. The dose per unit of 
surface is increased with the thickness of the wax 
(radium-skin distance), augmented with the thick- 
ness of the filter, and diminished with the extent of 
the surface irradiated. The radiosensitivity must, of 
course, be taken into consideration. In the treat- 
ment of cancer of the lip, molds are used. The wax 
which has been described may be used for a dental 
molding compound. The average dose in the 
treatment of these lesions is from 0.75 to 1 mcd. per 
sq.cm. of tissue treated. Interstitial radiation is 
used also in the treatment of lip lesions. 

In the treatment of cancer of the tongue intra-oral 
hygiene receives consideration before irradiation is 
instituted: Interstitial irradiation with hollow 
needles is used for the tongue and floor of the 
mouth. The principles followed in the treatment of 
intra-oral cancer are those established by Regaud. 
He advocates: (1) the distribution of numerous and 
weak radio-active foci in the cancer and surround- 
ing tissues, with care to create a radiation field as 
uniform as possible; (2) the use of gamma rays only 
in order to avoid a necrotizing effect; (3) continuous 
irradiation of low intensity for a long time; and (4) 
the use of a single treatment for successful results. 

For tonsillar carcinoma external radiation with 
the 200 kv. machine at 30 ma., a target skin distance 
of 60 cm., and a filter of 0.5 mm. of copper and 2.5 
mm. of aluminum is recommended. ‘Two large 
portals are used, so that both sides of the neck may 
be treated and the rays may penetrate from each 
side of the cheek and upper part of the neck. A 
total dose of from 3,200 to 4,000 r is given to each 
side by the fractionated method. Only 300 r is given 
daily, and the irradiation is alternated to each side 
of the neck. For local application the Berven tonsil 
applicator is recommended. 

Carcinoma of the antrum is treated by surgical 
exposure followed by local applications of radium 
and external irradiation. 

Carcinoma of the larynx is treated by external 
irradiation, supplemented by intracavitary irradia- 
tion in some cases of intrinsic lesions of the larynx. 

Tumors of the parotid gland are treated by sur- 
gical excision followed by external irradiation. 

In general, metastatic carcinoma of the cervical 
lymph nodes, which is more radioresistant than 
primary lesions, is treated by a combination of 
external irradiation and interstitial irradiation. The 
indications and contra-indications for radical or 
partial cervical dissection must be carefully con- 
sidered before irradiation therapy is employed. 

Patients having carcinoma of the esophagus are 
always subjected first to a preliminary esophagos- 
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copy to obtain a biopsy specimen and histological 
grading of the tumor, and to localize the lesion. 
This procedure is supplemented by fluoroscopy. A 
Janeway gastrostomy is then performed and the 
lesion treated by external irradiation with the 200 
kv. machine. In some cases the external irradiation 
is supplemented by intracavitary radium therapy. 

Cancer of the stomach, rectum, prostate, bladder, 
and colon are treated by surgery followed by inter- 
stitial and supplementary external irradiation. 

For treatment of cancer of the cervix the col- 
postat in conjunction with the intra-uterine tandem 
is recommended. Two tubes containing 26.64 mgm. 
and 13.32 mgm. respectively, are used in the intra- 
uterine tandem, and 13.32 mgm. are used in each of 
the corks of the colpostat, so that the intra-uterine 
applicator contains 39.96 mgm. and the colpostat 
contains the same amount. This arrangement gives 
uniform irradiation which is used over a period of 
seventy-five hours. The total dose amounts to 
6,000 mgm.-hr.—3,ooo mgm.-hr. of intra-uterine 
irradiation and 3,000 mgm.-hr. of intravaginal. This 
treatment is supplemented by external irradiation. 
In lieu of the Curie colpostat and tandem the vaginal 
bomb may be used. 

Grades I to III of carcinoma of the corpus are 
treated by radical panhysterectomy after intra- 
uterine therapy. The inoperable cases are treated 
by preliminary high-voltage roentgen therapy 
through 4 pelvic portals using the fractionated prin- 
ciple employed in the treatment of carcinoma of the 
cervix. This irradiation is followed by intra-uterine 
radium therapy. 
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The treatment of choice for operable carcinoma of 
the breast is radical amputation. If the tumor is on 
the borderline of operability, the radical mastectomy 
is preceded by roentgen irradiation. Routine post- 
operative irradiation is recommended. Inoperable 
and recurrent carcinomata are treated best by ex- 
ternal irradiation supplemented by interstitial irra- 
diation. 

If a mammary carcinoma is to be treated only by 
irradiation an aspiration biopsy should be made to 
confirm the diagnosis. The breast, axilla, and supra- 
clavicular spaces are treated by high-voltage roent- 
gen therapy. Five skin portals are used: the median 
side of the breast, the lateral side of the breast, the 
axilla proper, the posterior axilla and the supra- 
clavicular space (the latter field including the supe- 
rior part of the breast), and the anterior axilla. 
The beam is directed tangentially to the wall of the 
chest. Two fields are treated daily at 50 cm. target 
skin distance with doses of 250 r each. The treat- 
ments are alternated daily until each field receives 
from 1,500 to 1,750 r. The external radiation is 
followed immediately by the insertion of radium 
needles. The dose to be given interstitially is calcu- 
lated by subtracting the tissue dose delivered by the 
roentgen rays from the known cancerocidal dose of 
from 6 to 10 threshold erythema doses. 

The treatment described should not be interpreted 
as instructions in the methods of radiation therapy, 
but rather as an indication of the wide range of use 
of the different types of radium containers which 
the author has recommended. 

L. M. RosentHAL, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Herbrand, J.: Post-traumatic Edema of the Arm 
(Das posttraumatische Oedem des Armes). Beitr. 2. 
klin. Chir.,; 1936, 164: 492. 

Traumatic thrombosis of the arms is well known 
clinically, but its cause has not yet been definitely 
established. The symptoms in most cases are sudden 
disability, subjective sensations of heaviness and 
numbness, bluish discoloration, and swelling of the 
skin and especially of the subcutaneous tissue, and 
limitation of motion. 

Herbrand reports the case of a healthy twenty- 
year-old laborer who was struck on the olecranon of 
the right arm by a piece of iron. He paid no atten- 
tion to the injury and kept on with his work. During 
the night the symptoms of thrombosis of the axillary 
vein appeared. Three weeks later a specimen 5 cm. 
long was excised from the markedly thrombotic 
cephalic vein. (The patient had had no fever during 
this time.) Microscopically, the specimen showed 
positively no vessel-wall inflammation, but merely 
tissue organization. Six weeks after the beginning 
of the illness the patient was dismissed and declared 
able to work, but the veins of his elbows were pal- 
pable as rough strands, and there were pronounced 
yenous markings from the anterior shoulder region 
to almost the middle of the chest. The condition 
was probably caused by a number of factors, but 
muscle-strain and infection which are usually respon- 
sible for it were ruled out in this case. 

(BLUMENSAAT). Martutas J. Serrert, M.D. 


Alt, H. L., and Swank, R. L.: Thrombopenic Pur- 
pura Associated with Catarrhal Jaundice. Ann. 
Int. Med., 1937, 10: 1040. 


A patient was observed in whom acute thrombo- 
penic purpura occurred simultaneously with acute 
catarrhal jaundice. The patient was a man, aged 
twenty-four, and he had all the typical symptoms of 
the two conditions. He began to recover soon after 
his admission to the hospital and was cured within 
three weeks. 

A review of the literature revealed that thrombo- 
penia with or without purpura occurs rather fre- 
quently in liver diseases other than catarrhal jaun- 
dice. Therefore it was assumed that in the reported 
case the thrombopenic purpura was secondary to 
the catarrhal jaundice. Howarp L. Att, M.D. 


Mettier, S. R., and Purviance, K.: The Hemor- 
rhagic States. The Value of Roentgen Irradia- 
tion of the Spleen in Essential Thrombocyto- 
penic Purpura Hemorrhagica. J. Am. M. Ass., 
1937, 108: 83. 


The authors state that a case of purpura can 
almost afways be properly classified by means of a 


careful study of the history to discover a familial 
tendency toward hemorrhage, the dietary habits of 
the patient, the presence of recent infection, and 
whether marrow-depressing drugs have been used, 
and by means of an accurate study of the blood 
together with determination of the permeability of 
the capillaries. 

A case of subclinical scurvy with hypochromic 
anemia showing a positive tourniquet test is report- 
ed. Daily intravenous treatment with 150 mgm. of 
sodium of cevitamic acid produced a negative test 
on the fourth day. There is also reported a case 
of recurring essential thrombocytopenic purpura 
hemorrhagica and hypochromic anemia. Daily 
roentgen irradiation was given over the splenic area 
in doses of 200 r. until the patient had received a 
total of 1,400 r. On the fourth day of treatment the 
platelets had risen from 80,000 to 135,000 per cmm. 
and on the seventh day numbered approximately 
300,000 percmm. Coincidentally, there was a cessa- 
tion of spontaneous bleeding, the clotting time was 
reduced to five minutes, and normal retraction 
occurred. Watter H. Napter, M.D. 


Homans, J.: The Treatment of Elephantiasis of 
the Legs. A Preliminary Report. New England 

J. Med., 1936, 215: 1099. 
Elephantiasis of the legs is characterized by grad- 
ual swelling. In a mild case the condition may re- 


quire ten or more years for its full development, while 
in a severe case a very high degree of tense swelling 
may be reached in a year or two. As the disease ad- 
vances the skin thickens and the subcutaneous tis- 
sues gradually harden until pitting on pressure can 
no longer be demonstrated. Finally, the superficial 
parts, especially near the ankle, are thrown into 
great folds with deep creases between them. 

Once the leg has become tensely swollen, there 
may set in the remarkable febrile attacks which are 
so apt to complicate every type of elephantiasis, 
tropical or other. These attacks are characterized by 
heat, redness, and additional swelling of the whole 
limb and by a rapid rise in the general temperature 
which is usually preceded by a chill. They are com- 
pletely self-limited. Abscess formation never occurs. 
Their cause has always been obscure, but in recent 
years, the presence in the tissues of a non-pyogenic 
streptococcus has been generally admitted. 

In the elephantiasic leg. there are no longer any 
functioning lymph vessels. Fluid flows back and 
forth through the dilated tissue spaces by gravity. 
The enlargement is completely superficial to the 
muscular anastomosis. However, the muscles have 
no lymph, and no lymphatics can be demonstrated 
about the femoral vessels. On exploration of the pel- 
vis the great lymph trunks about the iliac vessels are 
found to be fibrosed and almost functionless. There- 
fore treatment based upon the idea of connecting the 
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The plastic operation for elephantiasis, 4 steps. On the left, the first incision. The cross-sec- 
tions show the tissue to be excised (shaded) and approximately the amount of skin flap removed 
(shaded) at each operation. Operations 3 and 4 are performed three months after Operations 1 


and 2. 
meated with lymph-filled spaces. 


oe tissues with the deep parts is bound to 
ail. 

In mild cases the edema can be controlled by 
bandaging. In serious cases operative treatment is 
necessary. Operations today differ somewhat from 
the original procedure of Kondoléon, the object of 
which now appears to be unattainable. The modifi- 
cation of Sistrunk is only slightly superior to the old 
plan. Auchincloss, in treating the tropical form of 
the disease, tried to remove as large an amount of 
filaria-containing tissue as possible. He confined his 
operation to the lower leg. While he did not pro- 
pose doing away with all of the subcutaneous tissue 
of the leg, he hinted that this might be advisable. 

The series of operations required is shown by illus- 
trations. Each operation is performed with aid of an 
Esmarch bandage. At the first operation, long flaps 
are outlined on the antero-internal surface of the 
calf and the dissection is carried down at once 
through the aponeurosis. Thick flaps including the 
aponeurosis are then turned up to expose at least a 
quarter of the circumference of the leg. The thin 
skin flaps are then prepared and the great mass of 
lymph-soaked tissue thus isolated is excised. The 
Esmarch bandage is then removed, bleeding is con- 
trolled, and the skin flaps are tacked to the deep 
parts with fine chromic catgut. The long, broad hol- 


The heavy black shading indicates the region of thickest scar tissue, that often is per- 


low in the leg is carefully padded with gauze and 
solidly bandaged. A similar but less extensive oper- 
ation on the foot may be necessary. 

Perhaps a week after the first operation, a second 
plastic is carried out on the opposite, or postero- 
external, surface. In this, it is important to preserve 
at least a part of the nerve supply to the heel, that 
is, the sural nerve. An interval of two months should 
elapse before the final pair of plastics is carried out. 

The author has had 11 cases of elephantiasis 
nostra. Two were probably cases of the familial dis- 
ease and have not been treated. Eight patients have 
been subjected to operation, but only 4 have ac- 
cepted the complete plastic in 4 steps. Operation on 
the thigh is not required. The use of a bandage for 
the leg after operation is probably necessary. 

For elephantiasis due primarily to infection plastic 
surgery is not clearly indicated. 

GeorcE A, M.D. 


Topley, W. W. C., Raistrick, H., Wilson, J., Stacey, 
M., and Others: Immunizing Potency of Anti- 
genic Components [Isolated from Different 
Strains of Bacterium Typhosum. Lancet, 1937, 
232: 252. 


It has been shown that certain smooth strains of 
bacterium typhosum are differentiated from many 
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of the ordinary laboratory strains by being very 
slightly agglutinable in antisera containing agglu- 
tinins to the somatic ‘‘O” antigen. These ‘‘O”’’- 
inagglutinable strains are relatively virulent for 
mice, while the ordinary ‘‘O”’-agglutinable strains 
are relatively avirulent. The ‘‘O”’-inagglutinability 
is determined by the presence of an additional anti- 
genic component—Felix’s ‘‘Vi” antigen. This com- 
ponent is relatively labile in the presence of heat, 
and ‘‘Vi” strains subjected to temperatures of over 
50 C. become freely agglutinable with an ‘‘O” 
antiserum. 

When ‘‘Vi”’ bacilli, killed in various ways, are in- 
jected into mice they induce an effective active im- 
munity against a subsequent injection of living ‘‘Vi”’ 
bacilli. However, vaccines prepared from dead ba- 
cilli of the smooth ‘‘O” strains have been found to 
be relatively ineffective in inducing an active 
immunity. 

The authors have found that the whole bacterial 
cells from a ‘‘Vi” strain of bacterium typhosum, 
killed by the addition of formol and heating to 
55 C., are a more effective immunizing agent in the 
mouse than the whole bacterial cells derived from an 
“OQ” strain. This difference is relative, not absolute. 
It is most evident when the immunizing injections 
are given by the subcutaneous route, and when there 
are not more than 2. When 3 injections are given 
intraperitoneally, the dead ‘‘O” bacilli induce an 
immunity of the same kind as that induced by the 
dead ‘‘Vi” bacilli. 

These results are exactly paralleled by the purified 
antigens of the F-68 type (the antigenically active 
fractions which are flocculated by 68 per cent alco- 
hol) isolated from the ‘‘Vi” and the ‘‘O” strain. 
These components probably represent the complex 
somatic antigens of typhoid and paratyphoid bacilli 
in their natural state. 

Preliminary chemical studies have shown that the 
F-68 antigen isolated from a ‘‘Vi”’ strain differs in 
certain of its chemical characters from the F-68 
antigen isolated from an ‘‘O” strain. 

The findings admit of only 2 hypotheses. Either 
the ‘‘Vi” antigen is a modified ‘‘O” antigen, or the 
“Vi? antigen, though a separate chemical entity, 
has chemical properties so similar to those of the 
“QO” antigen that it remains associated with it 
throughout a long series of chemical fractionations. 

SAMUEL Kaun, M.D. 


Stamp, T. C., and Hendry, E. B.: Immunizing Ac- 
tivity of Certain Chemical Fractions Isolated 
from Hemolytic Streptococci. Lancet, 1937, 232: 

Fractions capable of inducing active immunity in 
mice have been isolated from strains of hemolytic 
streptococci belonging to Groups A and C. The 
active fraction from the Group-C strain is soluble in 
dilute acids, but insoluble in ammonia, and is prob- 
ably a protein. It appears to be comparatively 
stabile, and is not inactivated by ammonia. The 
active fraction from the Group-A strain resembles 
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that from the Group-C strain in that it is acid- 
soluble. It is inactivated by ammonium hydroxide 
and gradually loses its potency. It also appears to 
be protein in nature. SAMUEL Kaun, M.D. 


Blair, V. P., Brown, J. B., and Byars, L. T.: Plantar 
Warts, Flaps, and Grafts. J. Am. M. Ass., 1937, 
108: 24. 


A plantar wart or the hard scar resulting from the 
treatment of a plantar wart may be so painful as to 
make normal walking next to impossible. In addi- 
tion, the prolonged use of a resultant unnatural 
stance may lead to secondary changes which may be 
annoying after the removal of their primary cause. 

Plantar warts are not uncommon and are prob- 
ably not all of similar origin. Some are radiosensi- 
tive while others are radioresistant. Radiation 
within the limits of safety is the best plan of treat- 
ment, but cxcessive radiation is often disastrous. If 
radiation is unsuccessful, excision and suture or 
cautery excision is the method of choice. Crippling 
results may follow the use of chemicals on over- 
irradiated tissue. 

In cases demanding repair of defects of the plantar 
surface of the foot several plans may be utilized. 
A pedicle flap which includes the skin and some 
padding can be taken from a non-weight bearing 
portion of the sole, and the resultant defect covered 
with a skin graft. If skin alone is missing and the 
underlying fat pad is sufficient, the application of a 
thick split graft is adequate. Even when there has 
been wide-spread loss as from a burn, a free graft 
with the subsequent use of a fine-meshed rubber 
insole, is often adequate. Skin and fat flaps from 
the opposite leg or thigh are usually dissatisfactory 
in their subsequent weight-bearing ability. 

In cases of persisting painful scars and callouses 
the patient should be given the benefit of orthopedic 
treatment. If this is unsuccessful after a reasonable 
time, surgical elimination of the lesion and replace- 
ment with a fat-bearing, plantar flap will be most 
successful in certain cases. Lours T. Byars, M.D. 


Theis, F. V.: Subungual Neuromyo-Arterial Glo- 
mus Tumor of the Toe: Effect of Increased 
Peripheral Temperature. Arch. Surg., 1937, 34:1. 


Neuromyo-arterial glomus structures are peculiar 
angioma-like collections of microscopic blood vessels 
normally found in the corium and subcutaneous tis- 
sue. They are considered peripheral anteriovenous 
anastomoses which maintain a constant capillary 
pressure and control peripheral temperatures. The 
normal glomus structures are unequally distributed 
over the surface of the body, being most numerous 
on the fingers and toes. When there is local hyper- 
plasia of a glomus, a small exquisitely tender, bluish 
nodule results. Clinically, such a tumor is associated 
with paroxysms of extremely severe pain, either lo- 
calized or radiating. It is peculiar that hyperplasia 
with resulting tumor formation is found most fre- 
quently in regions where the normal glomus units 
are least numerous. Trauma is the only etiological 
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factor of significance, a history of injury being elic- 
ited in about 50 per cent of the cases. The benign 
character of the tumor is substantiated by the fact 
that no recurrences have been reported after local 
excision. The tumor is not known to metastasize and 
is not invasive in its growth, although definitely 
demonstrable encapsulation is not always present. 

Certain authors have reported the production of 
paroxysms of pain in cases of glomus tumor by the 
application of heat, while others report the same 
result by the application of cold. In the first case, 
the congestion of the blood spaces causes pressure 
on the surrounding nerves, while in the second, the 
contraction of the muscular walls of the glomus ves- 
sels probably compresses the nerve fibres between 
them. In these 2 ways, pain may be produced. 

The author reports in detail, a case of subinguinal 
glomus tumor of the toe occurring in a patient suffer- 
ing from senile arteriosclerotic peripheral vascular 
disease. The tumor was not discovered until the pa- 
tient developed the classical symptoms of excruciat- 
ing pain and tenderness of the toe. These symptoms 
were noted for the first time after the peripheral cir- 
culation began to improve as the result of alternating 
positive-negative pressure therapy. The improve- 
ment of the peripheral circulation was substantiated 
by the disappearance of the symptoms of coldness 
and claudication and an increase of the surface tem- 
perature. The tumor apparently caused engorge- 
ment of the glomus capillaries and thus gave rise to 
symptoms. It was excised with complete relief. 

An extensive bibliography is appended to the 
article. ARTHUR S. W. Tourorr, M.D. 


Turner, G. G.: The Debatable Land in the Manage- 
ment of Malignant Disease. Proc. Roy. Soc. 
Med., Lond., 1937, 30: 301. 


The author observed several patients with long- 
standing irritative conditions which were not fol- 
lowed by cancer, whereas other patients had devel- 
oped cancer obviously without irritation. This sug- 
gests that there are many factors which may produce 
cancer yet fail to do so in the great majority of 
instances. Sir Thomas Oliver has pointed out that 
among the tar-workers of Tyneside it is only after 
exposure for fifteen or more years that epithelioma 
appears. It is probable that a specific irritant can 
act only if the conditions of body resistance are 
favorable, so that the cause appears to be the inter- 
action of two factors rather than the action of 
either one alone. Yet, while there are many patients 
in whom cancer does not develop in spite of what 
appear to be favorable conditions, there are others 
in which malignant disease in some form will arise. 

It cannot be said that cancer is the consequence of 
local senility rather than general senescence. One 
factor, which may be overlooked is the ever-increas- 
ing unrest, both mental and physical, of people in 
general nowadays. Most observers are agreed that 
persons who live the most quietly and have the most 
calm and cheerful outlook are those least likely to 
suffer from malignant disease. 


The onset of malignancy following leucoplakia of 
the tongue occurs in 100 per cent of the cases, but 
there are other carcinomas of the tongue which do 
not follow such precancerous conditions. It may be 
that leucoplakia is often the precursor of cancer, but 
it is clear that epithelioma can occur as frequently 
and, presumably as readily, in its absence. It is 
shown that only about 15 per cent of the cases of 
cancer of the stomach follow an ulcer; in the remain- 
ing 85 per cent some other explanation must be 
found. It is now suggested that gastritis is almost 
invariably a precursor of cancer in the stomach, but 
unless cancer exists without causing symptoms, this 
suggestion is not in accord with the author’s own 
clinical experience. It is usual for patients to say 
that they have always been perfectly healthy, with- 
out a vestige of stomach trouble, and able to take 
any form of food with impunity. Cancer in other 
locations is found repeatedly in big, strong, 
healthy-looking people. 

There can be no doubt of the association of malig- 
nant disease with papilloma, and close association is 
noted in the rectum particularly. Nevertheless, the 
relationship has not been explained and there must 
be some factor other than the presence of the papil- 
loma that will account for the development of 
malignancy. 

The size and bulk of a tumor is not necessarily a 
guide to its malignancy. In fact, the large and 
strikingly obvious tumor may be evidence of the 
success of the local defensive mechanisms which have 
put up a great deal of resistance in that particular 
case. The reverse is certainly true, and there is no 
justification for assuming that because a growth is 
small and newit necessarily offers the best prognosis. 
In the breast, the stomach, the gall-bladder, and 
the mouth the author has sometimes seen the 
smallest tumors treated by the most radical and 
thorough operative measures and yet they were 
followed by an early and extensive local recurrence 
or dissemination. He concludes that the cases in 
which there has been time for the growth to stimu- 
late the surrounding tissue to produce all of its de- 
fensive mechanisms will respond most favorably to 
surgical treatment. 

Concerning the diagnosis of malignancy, it cannot 
be stated too emphatically that any inflammatory 
condition which may complicate the diagnosis should 
respond to treatment within a fortnight, and if im- 
provement is not certain then there should be no 
further delay in determining whether malignant 
disease is present. 

In abdominal conditions, the author emphasizes 
the great significance of hemorrhage and slight ob- 
structive attacks. For years he found these symp- 
toms constantly associated with malignant disease 
long before the malignancy was known. With the 
resources for diagnosis now available he has often 
discovered a growth in the stomach or in the bowel, 
in spite of which he found the patient to be appar- 
ently perfectly well and free from all anxiety for 
long intervals. 
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For the most part the diagnosis of malignant dis- 
ease is not difficult, and becomes more a question 
of the extent of the disease and its possible spread. 
Time and repeated examinations are required for 
these determinations and hospitalization is impor- 
tant. A correct and complete diagnosis cannot usu- 
ally be made at a first and hasty visit in the 
consulting room. 

There is no harm in cutting into a tumor for biopsy 
if the complete operation can be done shortly after. 
Too thorough manipulation of a tumor in order to 
make a diagnosis is harmful. In the hollow viscera 
it is essential not to cut into growths in situ. Tissues 
invaded by growths do not heal readily, and disas- 
trous results from peritonitis have occurred when a 
cut into a growth in some viscus has been made. 
An outlying nodule on the peritoneum, or a gland as 
near to the growth as possible, should be selected 
for biopsy. 

The author states that as yet there is no effective 
means of altering the constitution of the parts so 
that cancer will disappear, and until that can be 
brought about we must rely on local treatment. He 
believes that eventually the management of malig- 
nant disease will resolve itself into some form of 
hemotherapy. While the chemical preparations that 
have been tried from time to time, have fallen far 
short of cure, they have at least proved that they 
have some influence. 

With regard to treatment in general, the author 
does not recognize any competition between radium 
and surgery. He believes that eventually the scope 
of each will be defined. Surgery is still most im- 
portant in the treatment of cancer in most locations, 
but radium is perhaps superior in some loca- 
tions. For the most part the management of cancer 
is the treatment of the lymphatic areas, and a great 
many failures have resulted because surgical treat- 
ment was rejected. A great number of cases have 
been seen in which a primary focus in the lip, the 
tongue, or the vulva, had been treated efficiently 
with radium, but the patient died as a result of inva- 
sion of the glands, which did not respond to the 
radiation and had not been treated surgically. 

In every case thorough treatment by irradiation 
or surgery should be given, and in many cases it is a 
question of radium for the primary focus and surgery 
for the path of probable malignant invasion. 

In discussing the results of operative treatment of 
cancer in general, the author reports that 13 per 
cent of the patients with breast cancer were alive 
and well at the end of ten years. Many patients 
with rectal and bowel carcinoma were alive up to 
thirty years after operation. In gastric cancer 
gastrectomy is not curative but palliative. Case 
reports are given of sarcoma of the jaw and long 
bones. 

After many years of experience and consideration, 
the author believes that the not infrequent success 
in treating cancer is the result of complete removal. 

The aim of the operator should be to remove the 
whole of the affected part together with a wide area 
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of healthy tissue and the path of probable malignant 
invasion. The first essential is to have a proper con- 
ception of the extent of the proposed interference, 
and then so to plan the incisions that the parts are 
thoroughly exposed. 

It is just as essential for the operator to have a 
good exposure when operating for cancer on the out- 
side of the body as in the abdomen, for the parts to 
be removed must be seen clearly and there must be 
no rough handling for purposes of exposure. The 
exact extent of the wide area of healthy tissue to be 
removed has not yet been defined, but it must not 
be limited too much. Of course, this rule applies 
only to malignancy in certain locations like the 
breast, the extremities, and the surface of the body 
generally; quite obviously, when malignant growths 
about the mouth and certain of the abdominal 
viscera are removed, the excision is limited by the 
demands of preservation of the function or simply 
by the anatomical relationships. For instance, in 
dealing with the bowel, where malignant disease is 
fortunately not so virulent, it is commonly agreed 
that if one divides the bowel 3 or 4 in. above and 
2 in. below a growth the area removed is sufficiently 
wide to fulfil the indications. 

The lymphatic area to be removed must include 
not only the lymph glands that may be involved, but 
all the soft tissues in which they lie and the interven- 
ing lymphatic channels between the primary growth 
and such glands. No operation upon the body offers 
a better opportunity for ideal excision than radical 
removal of the breast, and it should be used as a 
model for all interference of this sort. Every opera- 
tion for cancer should be so planned that the tissues 
to be excised are demarcated at the outset, and great 
care should be taken to remove the whole of such 
demarcated tissues before the operation is concluded. 
It is also essential that such removal should be 
en bloc and not piecemeal. The maximum removal 
of tissue should be nearest the lesion. In the neces- 
sary manipulation there should be no squeezing of 
the growth, handling of the tumor tissue should be 
avoided, and as little trauma as possible should be 
inflicted on the surrounding parts. As the blood loss 
may be serious, the vessels should be caught before 
being divided. It is probably wise to take in the bite 
of the instrument such an amount of tissue as will 
include the accompanying lymphatics. 

In order that the operation may be carried out 
thoroughly, all manipulations must be deliberate. 
Good surgical treatment of cancer is bound to be 
time-consuming. As to whether or not the tissues 
should be cleanly divided with cutting instruments 
or severed with some sort of cautery, the author 
believes that, if a sufficiently wide margin can be 
obtained, sharp cutting is all that is required. How- 
ever, if the incision must be made near the growth, 
then the cautery should be used, so that malignant 
cells in the path of division will be either destroyed 
by the heat or strangulated by the inflammatory 
reaction which takes place. 

Joun J. Matoney, M.D. 
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Cramer, W.: The Importance of Statistical Investi- 
gations in the Campaign Against Cancer. Am. 
J. Cancer, 1937, 29: 1. 

The experimental investigation of carcinogenesis 
has revealed 2 different and largely independent 
aspects of the cause of cancer; the proximate cause 
which is the intimate cellular changes that take place 
when a normal cell becomes malignant; and the 
remote cause, such as the various factors and condi- 
tions capable of bringing about this intimate cellular 
change. Cancer in man is a condition in which the 
end-results are represented by the cancer mortality 
statistics, but its origin is unknown. The mortality 
statistics are not likely to give any information 
regarding the proximate cause of cancer, but they 
are the most valuable and almost the only material 
available for the study of the remote causes of cancer 
inman. The statistics represent an enormous mate- 
rial comprising at least 200,000 cases every year. 
This figure was obtained from the countries in which 
reliable cancer mortality statistics are available, and 
the material contains data which cannot be obtained 
from observations on animals, either on account of 
the great number of observations required or because 
of conditions of life peculiar to man. 

Occupational cancer is cancer in which the remote 
cause has been identified from an analysis of the 
statistical data. This form of cancer has become 
preventable. 

Statistical analysis of the cancer mortality accord- 
ing to the organs and age groups affected, shows that 
cancer is not a disease with a common remote cause, 
but with causes which vary from organ to organ. In 
some organs the frequency of cancer has diminished; 
in some, it has remained stationary; and in still 
others it has increased. The increase is found in the 
older age groups, while in the younger age groups 
the incidence has remained stationary or has dimin- 
ished. 

Further analysis of the cancer mortality statistics 
has shown that the incidence of cancer in exposed 
locations rapidly increases as the social scale is 
descended. Most of the deaths are the result of 
cancer in exposed locations. Therefore, some of the 
remote causes are to be found among the habits and 
conditions of life of the lower social classes, and can 
be avoided. Therefore, a large fraction of the total 
cancer incidence is preventable. In fact, some can- 
cers have been classified as “‘social cancers” and 
“occupational cancers.” If occupational cancer is 
preventable, the social cancer, which represents a 
large share of the total cancer mortality, should 
also be preventable. 

A comparison of the cancer mortality statistics 
from different countries demonstrates the excep- 
tional frequency of primary liver-cell cancer, which 
is always associated with cirrhosis of the liver, 
among natives in the Far East; the exceptional 
frequency of uterine cancer coupled with an excep- 
tional rarity of breast cancer in Japanese women; 
and the exceptional frequency of cancer of the 
oesophagus in men in Switzerland. 


Our present knowledge of the importance of hered- 
itary factors in the cause of cancer can perhaps be 
best summarized as follows: cancer as a disease is 
not inherited; only the susceptibility to its develop- 
ment in response to persistent carcinogenic stimuli 
can be inherited. 

Cancer mortality statistics, if reliably collected, 
analyzed, and corrected, are valuable for identifying 
some of the remote causes of cancer in man. In 
other words, they are a means of transforming cancer 
into a preventable disease in a large number of cases. 
Josepu K. Narat, M.D. 


Gentile, F.: Transplantable Cancerous Ascites of 
the Mouse (Sull’ascite cancerosa trapiantabile del 
topo). Tumori, 1936, 22: 544. 

Gentile studied the cellular composition of the 
peritoneal exudate formed in white mice under the 
influence of different stimuli (Ehrlich’s adenocarci- 
noma, normal mouse liver, and a combination of the 
2 inoculated simultaneously). He also studied the 
effects of subcutaneous inoculation of cancerous 
ascitic fluid, and the histological changes in the 
organs in the various experiments. 

Intraperitoneal inoculation of Ehrlich’s adeno- 
carcinoma produces typical tumor nodules, ascites, 
and microscopic lesions in most of the abdominal 
organs. In the liver it produces activation of the 
reticulo-endothelial system, subcapsular infiltration, 
and vacuolization of the liver cells. The kidney 
shows hyperplastic changes in the glomeruli, and 
cloudy swelling and vacuolization of the cells of the 
tubules. The follicles of the spleen become hyper- 
plastic. Intraperitoneal inoculation of the liver 
produces ascites and the same type, although 
milder, of degenerative-inflammatory changes in the 
organs as produced by intraperitoneal inoculation. 

The exudate (18 hours after inoculation) is 
cytologically identical in both instances. It con- 
sists of small, medium-sized, and large mononuclear 
cells. This fact demonstrates that the cancer cell 
shows no specific morphological characteristics in 
the exudate. Cells with protoplasmatic processes, 
which Waterman and Gates believe to be cancer 
cells, are found also in ascites due to liver suspension. 

Successive inoculations of cancerous ascitic fluids 
were performed. Exudates from animals in which 
an intraperitoneal tumor mass was growing retained 
the capacity of reproducing both tumor and ascites 
on successive inoculations; while exudates from 
animals in which growth of the tumor had ceased 
caused neither ascites nor tumor formation. If the 
cells in the exudate were dissolved by distilled 
water, the inoculation had no effect. 

Subcutaneous inoculation of cancerous ascitic 
fluid produced a local tumor in only 1 instance. 
However, subcutaneous inoculation of the tumor at 
the site of a previous injection of ascitic fluid was 
always successful, as well as subcutaneous inocula- 
tion of tumor suspended in ascitic fluid. 

These results do not confirm the hypothesis that 
the ascitic fluid formed after intraperitoneal inocu- 


| lat 
tir 
to 

TI 
tic 

of 

K: 

ad 
Be 

m 

we 
we 

ar 

th 

fa 

or 

pe 

| as 
ar 

fa 

m 

au 
It 
ta 
au 

th 

m 
m 

(2 

T 

| cc 
fir 
ra 
th 

th 

re 
m 

bl 

gi 

p 

a 

cl 
re 

te 
V 

lj 

R 

p 


lation of Ehrlich’s carcinoma is the result of a dis- 
tinctive form of tumor. The fluid is simply the peri- 
toneal response to homologous cellular material. 
The supposedly transmissible ascites has no par- 
ticular characteristics; it represents only a means 
of transmission of the tumor. M. E. Morse, M.D. 


Kaplan, I. I., and Rubenfeld, S.: Sarcoma of the 
Soft Tissue. Am. J. Roentgenol., 1937, 37: 53- 


During the period from 1924 to 1934 there were 
admitted to the Radiation Therapy Service at 
Bellevue Hospital, New York, 3,750 new cases of 
malignant disease. Of these, 162 or 4.3 per cent 
were classified as sarcomas and 78 or 48.7 per cent 
were Classified as soft-tissue sarcomas after clinical 
and pathological study. This group includes only 
those tumors originating in the skin, muscle, or 
fascial structures which manifested themselves on, 
or eventually infiltrated through, the skin. It ap- 
pears that sarcoma rather than carcinoma has been 
associated most often with a traumatic origin. Coley 
and Higginbotham did not hesitate to connect the 
factor of trauma with neoplastic growth by the 
micro-organism theory. One case reported by the 
authors seems to lend some support to such a theory. 
It may be that the important factor is chronic irri- 
tation, rather than acute single trauma. In the 
authors’ series, 10 patients, or 13.1 per cent, gave 
a history of trauma. 

Forty-four patients, or 56 per cent, were in from 
the third to the fifth decade. This incidence runs 
more or less parallel to the general occurrence of 
malignancies. About one-fourth of the patients 
(22.9 per cent) were less than thirty years of age. 
This is a relatively high incidence in the young as 
compared with other types of malignancy. The 
youngest patient was two, and the oldest seventy- 
five years old. Fifty-five patients, or 70 per cent, 
were males; and 23, or 30 per cent, were females, a 
ratio of 2.3 to 1. In the authors’ cases, 41 per cent 
of the tumors occurred on the lower extremities; 
the thigh was, by far, the most frequent site. From 
the therapeutic viewpoint, most of the cases were 
received long after neoplastic development had taken 
place. In most instances the gross appearance of the 
mass was the initial clinical symptom, with pain, 
bleeding, and disability as subsequent complaints. 
The authors describe the gross and microscopic 
pathological characteristics of the tumors under 
consideration. 

All of the tumors in this series were removed sur- 
gically, wholly or partially, at some time during the 
period of observation. ‘The form and mode of 
application of radium and roentgen therapy were so 
varied and individualized that it is impossible to 
chart the methods employed. In the control of 
recurrences, the tumors proved sufficiently baffling 
to evoke all the means at the disposal of the authors. 
Whenever a mass was irradiated, the neighboring 
lymph drainage area also received proper irradiation. 
Roentgenograms of the lungs were taken of all the 
patients at frequent intervals to detect early evi- 
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dence of lung metastases. The area from which a 
mass was excised received either roentgen or radium 
therapy. Irradiation with high-voltage roentgen 
rays was chosen for a large tumor bed; radium in 
needles, seeds, or on molds was used for smaller 
tumors. The electrocautery was employed for tumor 
removal whenever possible. Small nodular recur- 
rences were usually implanted immediately with 
radium applicators. 

In this series, 48 per cent of the tumors were of 
the spindle-cell and fibrosarcoma types. Melano- 
sarcoma proved to be the type of tumor which 
resulted in death earlier than the other types. Al- 
though patients with fibrosarcoma lived longest, 
they eventually succumbed. Myxosarcoma, also, 
was a radiosensitive, favorable type of tumor. 
Spindle-cell sarcoma, mixed-cell sarcoma, and mela- 
nosarcoma are very prone to produce metastases: 
melanosarcoma disseminates generally throughout 
the body and especially to the liver and neighboring 
lymph nodes; spindle-cell sarcoma tends to metas- 
tasize to the lungs; and mixed-cell sarcoma usually 
metastasizes to the lungs. Amputation was per- 
formed in too few cases to warrant a conclusion as 
to its value. Haroip C. Ocusner, M.D. 


Pinkus, H.: The Isolation of Pure Strains of Cells 
from Human Tumors. II. Growth Character- 
istics of a Sarcoma and 2 Brain Tumors in Tis- 
sue Culture. Conclusions. Am. J. Cancer, 1937, 
29: 25. 

The author gives a detailed description of pure 
strains of cells isolated from 3 human tumors and 
cultivated from three to nine months. During this 
period gradual changes in the properties of the 
strains took place. The evidence that these cells 
made up the specific tumor elements is discussed. 
An explanation for certain differences between these 
strains of cells and cells from transplantable animal 
tumors is attempted. 

The conclusions based on this material form a 
working hypotheses and present suggestions for 
further investigation. With this reservation in mind 
the following conclusions appear justified: 

1. The tumors which because of their clinical 
importance were most commonly studied by former 
students, i.e., the squamous-cell carcinomas, are 
probably least suitable for tissue culture. 

2. Rapidly growing tumors forming dense areas 
in vitro offer the most successful results in culture. 

3. Spontaneous malignant growths are composed 
of a genetically inhomogeneous and labile cell 
material. 

4. Inhomogeneity and lability differentiate spon- 
taneous tumors from transplantable malignancies in 
which the elements have been thoroughly stabilized 
by selection. 

5. Inhomogeneity and lability account for a great 
part of the difficulties encountered in the cultivation 
of human tumors. 

6. A careful selection of specimens, and a tech- 
nique which is suitable for inhomogeneous and labile 
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material will probably make permanent cultivation 
of pure strains of human malignant cells possible. 
JosepH K. Narat, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Bock, H. E.: Sepsis (Sepsis). 
2: 1138. 

Bock accepts as a whole Schottmueller’s defini- 
tion that sepsis is a bacterial general infection, not 
caused by pus organisms exclusively (Lexer). 
Lexer’s division into toxic and bacterial general in- 
fection is not entirely justified, as a general intoxi- 
cation takes place in all septic states. In agreement 
with Schottmueller and Bingold, Bock also rejects 
Lexer’s basic division into pyogenic and putrid 
forms of bacterial general infection. The distinction 
is only of degree. From the standpoint of surgical 
treatment this division may have practical impor- 
tance. Liech’s definition of sepsis, that it is the 
expression of the failure of the defense forces of the 
organism, is also rejected. On practical grounds for 
clinical instruction, Bock holds firmly to the follow- 
ing formula: sepsis is present when within the body 
a focus has formed from which pathogenic bacteria 
pass into the blood stream, either continuously or 
at intervals, and by their entrance induce objective 
or subjective phenomena of disease. He therefore 
includes the specific infectious diseases among the 
causes of sepsis, in agreement with Schottmueller. 
Abdominal typhoid, bubonic plague, and tularemia 
are examples of classical cases of lymphangitic sepsis. 
In addition to the specificity of the bacterium there 
is a certain specificity oi the state of immunity. The 
importance of the specificity of the bacterium must 
not be overrated. For example, young infants are 
not susceptible to measles; furthermore, diseases of 
the mother do not pass to the fetus except in the 
last two months of pregnancy. Typhoid fever in the 
fetus is not the specific organic disease, but a gen- 
eralized bacteriemia, a sepsis. The difference be- 
tween bacteriemia associated with an infectious 
disease and sepsis in the adult is only a quantitative 
difference. On the other hand, it is more difficult to 
establish the difference between bacteriemia and 
sepsis. One may, perhaps, accept Schulten’s ex- 
planation. In bacteriemia the phenomena at the 
focus of the infecting micro-organisms are most 
prominent, while in sepsis the general symptoms 
are most prominent. Schottmueller distinguishes 
between (1) the portal of entry, (2) the focus of 
development of the sepsis, and (3) the daughter 
focus (metastasis). Without the inclusion of the 
vascular system there is no sepsis. According to 
Schottmueller, sepsis can never originate in the 
pleural or the abdominal cavity. Bingold has 
found that bacteria produce sepsis in the following 
order of frequency: aerobic and anaerobic strepto- 
cocci and staphylococci, pneumococci, meningococci, 
enterococci, and colon bacilli. Rissling, on the 
other hand, found staphylococci to be in first place 
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in a series of 250 cases. Certain micro-organisms 
which produce sepsis show a preference for certain 
septic foci. Staphylococci practically never travel 
by way of the lymph stream. The gas-gangrene 
bacillus enters the blood stream only from lymph- 
angiitic processes. The hemolytic streptococcus 
may be present in all septic foci. The tendency to 
metastasize also varies. According to Bingold 
anaerobic streptococci and gas-gangrene bacilli 
rarely give rise to metastases, whereas 91 per cent 
of all cases of sepsis caused by staphylococci metasta- 
size. 

Treatment. Vaccine and serums are only auxilia- 
ries. The only treatment that is certain is surgery; 
but unfortunately not all primary or secondary 
septic foci are accessible to the knife. Endocarditis, 
which is 100 per cent fatal, accounts for 12 per cent 
of all cases of sepsis; thrombophlebitis, with a 70 
per cent mortality, accounts for 60 per cent; and 
lymphangiitis, with a 50 per cent mortality, accounts 
for 10 per cent. In spite of these records, the Voss 
Clinic presents cures in 70 per cent and Kissling in 
60 per cent of the cases of postanginal sepsis treated 
by early operation. 

Symptoms. Thrombophlebitic sepsis frequently 
gives rise to chills, whereas lymphangiitic sepsis 
rarely causes chills but often presents intermittent 
or even continuous fever. From the practical stand- 
point, it is important to note that a metastasis can 
become a secondary focus of sepsis. The location 
of this focus must be discovered if possible. Bock 
agrees with Nathan that the relation of the sepsis 
is not as important to the general circulation as it is 
to the individual segments of the circulation. There 
are 4 such segments, each of which is closed by a 
capillary filter: (1) the venous segment, terminating 
in the pulmonary capillaries; (2) the arterial seg- 
ment, extending from the pulmonary veins to the 
arterial portion of the capillaries in all tissues and 
organs; (3) the portal-vein segment extending to 
the capillaries and lobules of the liver, and (4) the 
lymphatic segment. In the last the lymph nodes are 
the initial filter. 

With an endocarditic septic focus metastases 
visible to the naked eye can occur only in the 
general circulation; with a focus in the right heart, 
only ‘in the lungs. With a septic focus following 
angina the location of the metastases can only be 
in the lung; with a septic thrombosis of the ileocolic 
vein following appendicitis, only in the liver. 

That the metastasizing sepsis possesses for each 
individual segment of the circulation a_vessel- 
bound focus of development is an important ad- 
vancement made from Schottmueller’s teachings. 
(The original article contains 2 schematic drawings). 
But when the capillary filter was passed in 24 cases 
of metastasizing sepsis, a secondary septic focus 
which was macroscopically discernible developed 
in 21. 

In thrombophlebitic sepsis in the area tributary 
to the vena cava there are usually secondary septic 
foci in the lungs; while in a primary pylephlebitic 
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sepsis following suppuration of a diverticulum 
of the colon there must be a secondary septic 
focus in the liver if the sepsis progresses to the lungs. 
However, pulmonary abscesses of this origin are 
somewhat unusual, according to Bingold. It is 
only for the hepatophilic organisms, the Fried- 
laender bacillus, Buday’s organism, and _ acti- 
nomyces, that this filter is insufficient. Sepsis 
caused by Buday’s anaerobic organism is of very 
rare occurrence in cases presenting infected wounds 
of bone. Tertiary and quaternary septic foci also 
occur. 

The discovery of a septic focus is important. It is 
made easier by Friedemann’s ‘‘Topo-Diagnostik,”’ 
which is based on the idea that the blood con- 
tains the maximum number of bacteria as it issues 
from the focus of infection. It is possible to deter- 
mine which jugular vein should be ligated in post- 
anginal sepsis by comparing the blood from the 
right and left veins of the neck. Furthermore, if on 
comparing the blood of the cubital artery with that 
from the jugular veins, more bacteria are found in 
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1 c.cm. of the arterial blood than in 1 c.cm. of 
blood from both of the jugular veins together, then 
a fresh septic focus must already be present either 
in the lung or in the heart. Also, if blood is removed 
from the portal vein during the operation in a case 
of pylephlebitis following appendicitis, and fewer 
bacteria are found in it than in the same quantity of 
cubital blood withdrawn at the same time, a further 
secondary septic focus is already present. This 
procedure deserves to be developed in practice. It 
permits definite conclusions, and limits or en- 
courages further surgical measures. In general, it 
is always more promising to use arterial blood for 
blood cultures because at least 1 filter is elimi- 
nated. Bacteria can be best demonstrated in the 
bone marrow, even better than by the culture of 
venous blood. Bacteriemias can be demonstrated 
also by examinations of fresh urine by means of 
culture at the time the fever rises. The Schott- 


mueller-Bingold definition of sepsis and the em- 
phasis on the septic focus are of outstanding prac- 
tical value. 


(FRANZ). FLORENCE A. CARPENTER. 
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